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Introduction to the Portfolio
This Portfolio consists of a selection of work that has been carried out in partial 
fulfilment of the Practitioner Doctorate in Psychotherapeutic and Counselling 
Psychology course at the University of Surrey. The portfolio presents three dossiers: 
academic, therapeutic practice and research, which reflect both my research interests 
and psychological issues and theories that were salient to me during my training.
The introduction is intended to orient the reader to the work presented in each of the 
three dossiers and to highlight any links between the dossiers. In order to assist the 
reader negotiate their way through this portfolio I will outline those aspects of my 
personal experience that eventually led me to professional training. In doing so, I 
hope to make it transparent how my personal experiences and interests, not only led 
me to training, but led me to certain research interests and psychological theories. 
The introduction will present a narrative, a construction of both my personal and 
professional identity which is a main theme running through this portfolio.
I wish to begin by foregrounding what became an important aspect of my research -  
identity issues. The following narrative is intended to assist the reader in gaining an 
understanding of how ‘identity’ became important to me. This interest can be seen in 
my research, academic work and also in my Final Clinical Paper.
Psychology was not my first degree. Initially I undertook a finance degree at The 
Queen’s University of Belfast. As part of my degree I undertook a 12-month 
placement within the internal audit department of one of the local health authorities. 
This placement involved carrying out financial audits in health care settings such as 
Children’s Homes, Elderly Person’s Homes and hospitals. It was during this time I 
experienced my first ‘threat’ to my identity when a senior auditor advised me that I 
“should not fraternise with lowly graded staff.” This statement was significant 
enough for me to remember it 14 years later as I write this introduction (with the 
inherent difficulties of autobiographical memories acknowledged). He was referring 
to the morning coffee I used to take with the cleaners of the building. It also gave me
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a sense of ‘otherness’, which grated with who I was as a person. This 12 month 
placement proved to be a turning point in my career. I realised I was more interested 
in, for example, talking with the children in the ‘homes’ as opposed to worrying 
whether or not they had exceeded their clothing allowance. It was during this time 
that I decided that a career in finance would prove too isolating a choice for me as a 
person, in that my experience of it was not congruent with who I was as a person. In 
a way, I could not embody it (which is a theme that is expanded upon in my Final 
Clinical Paper) nor integrate it into my sense of who I was, my identity.
I finished my finance degree and commenced a psychology degree with The Open 
University. During my psychology degree I faced certain health challenges, which 
impacted on previously taken for granted aspects of my life. Over a period of a few 
years I began to realise that those aspects of my life that made me who I was, were 
no longer available to me. For example, I was not working full time, I was not able 
to go dancing on a regular basis (which will be spoken about in the next section). 
My previously held identity structure of for example, a professional, a dancer, was 
no longer available. Once again, I was faced with what can be thought of a ‘threat’ 
to my identity. This threat to identity can be seen in my first year research, which 
will be detailed below.
After completing my degree and recovering my health, I worked as an assistant 
psychologist for two years and undertook a Masters degree in Psychological 
Research Methods before commencing professional training. I regained a sense of 
my identity, one that was more comfortable for me, and became fascinated with how 
only a small percentage of people appear to recover from the condition from which I 
was diagnosed. The language that I was using relating to the condition, such as 
‘brain fog’, intrigued me. Once I made the discovery that I never recalled using such 
phrases as ‘brain fog’ before the condition, I became aware of how often this and 
other similar phrases were used in literature pertaining to the condition. This interest 
in the discourse relating to the condition can be seen in my second year research, 
which will be detailed below.
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Even though my sense of who I was was in a more comfortable place for me again, 
identity issues became salient for me when I commenced my professional training. 
Not only did I negotiate being a ‘psychologist’ into my identity structure, which is 
expanded upon in my Final Clinical Paper, but also I was faced with the salience of 
my cultural identity.
I recall people stating that ‘others’, in this case ‘Irish’ become ‘more Irish’ when they 
leave their country. I am beginning to make sense of this statement in light of my 
own experience. What was ‘normal’ for me and part of my everyday life was 
suddenly brought into focus. I was deeply embedded in a specific culture. My 
grandfather played the fiddle and my mother encouraged her children to either play 
music or dance. I was taken to my first dancing lesson aged four and I danced 
competitively until my late ‘teens. In my early 20’s I started dancing more 
traditional sean-nds dancing, which means ‘old style.’ This traditional style of dance 
is passed from one generation to another, indeed the first solo dance I learnt as a 
child ‘The Blackbird’ comes from an 11th or 12th century Irish poem and the ‘steps’ 
were added around 1750. It is reportedly the oldest solo step dance known. What 
has this got to do with my identity as a psychologist or indeed this portfolio? The 
answer to this is lightly introduced in my Final Clinical Paper ‘a place for nostalgia’, 
where I allude to Jungian ideas of the collective unconscious in the introduction to 
the paper. Indeed in a discussion with my transpersonal therapist where I recounted 
that I play certain music when I need to be soothed, it became apparent that these 
were the songs that had been passed from one generation to the next...
All of this was my unquestioned way of life until I commenced training in another 
country. It was only then that it became salient for me and identity issues were once 
again invoked. This was a surprise for me, as I look the same and speak the same 
language. However I became aware, on occasion, that I use the language differently. 
Examples that come to mind are stating ‘I ’ll say a prayer for you’ when a colleague 
is concerned about an event (although I’m not an overly religious person, it was part 
of the use of language). This would have gone unnoticed in my own culture, but was
questioned in a different culture. The challenges to the identity structure are seen 
throughout this portfolio in the form of research and are also referred to in academic 
papers making reference to my personal and professional identity.
Academic Dossier
The academic dossier contains three academic papers. The first paper entitled 
‘Discuss how Identity Process Theory can be used by Counselling Psychologists as a 
framework for the identity challenges faced by people diagnosed with chronic fatigue 
syndrome’ introduces what has already been foregrounded in this introduction. It 
explains in more detail the concepts alluded to above in terms of how a chronic 
health condition can pose as a ‘threat’ to the individual’s identity. It considers 
possible coping strategies that may be employed by the individual in negotiating a 
new identity structure based on the limitations of their condition. This, as already 
stated was an area of interest for me in that my own health had been challenged and 
as previously noted, I already had an interest in the identity of the individual and how 
this may change when presented with the ebb and flow of life.
I choose to include a psychopathology report in the academic dossier to reflect my 
interest in the impact of diagnostic labels. It seemed apt to include this to foreground 
how one set of symptoms can receive an array of possible diagnoses, with each 
diagnosis carrying with it potential implications for the individual. This area of 
interest also became a main focus of research during my training, which will be 
elaborated on in the research dossier section.
My final essay entitled ‘The use of the therapeutic relationship within cognitive 
therapy. Difficulties that may arise’ traces the development of the ‘therapeutic 
relationship’ within cognitive models o f therapy. It is also used to foreground the 
Therapeutic Practice Dossier in that it orients the reader towards my chosen model of 
therapy -  Schema Therapy. This is evident in my Final Clinical Paper, which will be 
introduced below.
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Therapeutic Practice Dossier
This dossier includes a description of placements. The dossier is intended to orient 
the reader to the nature of the placements in which I worked during my professional 
training. It provides a synopsis of the nature of placements and type o f client 
population with which I worked. The main focus of the dossier is my Final Clinical 
Paper, which I believe encapsulates most of this introduction. It traces my 
development as a practitioner through the theoretical models that I have been 
exposed to and discusses models that were salient to me during my training. It also 
incorporates my identity development as a counselling psychologist revealing 
theories that fitted with me at both a personal and professional level -  theories that I 
could ‘embody.’
Research Dossier
Year 1
The areas that have interested me both before and during training are incorporated 
into my research over the three years of my studies. Specifically my interest in 
challenges to the identity structure formed the main focus of my first year literature 
review; entitled ‘Chronic fatigue syndrome: An exploration of the differing 
theoretical accounts of the chronic fatigue syndrome identity.’ This review traced 
the challenges (threats) faced by the individual with the condition in accommodating 
the concomitant life style adjustments into their identity structure. It also highlighted 
the stigma that is associated with this condition which allowed me to pursue another 
of my interests; the impact of diagnostic labelling. This was initially referred to in 
the introduction to my academic dossier. In terms of the literature review, it emerged 
that the stigma associated with the condition may be specific to the diagnosis itself. 
Furthermore, the review noted that the individual may use their language as an 
attempt to negate the associated stigma by ‘talking up’ an organic aetiology for their 
condition in order to ‘talk down’ and effectively negate the stereotypical 
psychosomatic explanation for their symptoms. The review led me to my second
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year research in uncovering the differing constructions of the condition, picking up 
on the idea that there exist differing labels for the same reported symptoms, which 
was to form the basis of my final year research.
Year 2
In gaining a flavour of the impact of the differing labels that can be applied to the 
condition, combined with my interest of the impact of diagnostic labelling, my 
second year research was to deconstruct the main labels given to the condition. I 
decided to utilise Foucauldian Discourse Analysis as I was interested in how the 
condition could be mapped onto the wider discourse(s) that exist in relation to the 
condition. The analysis entitled ‘Myalgic Encephalomyelitis / Chronic Fatigue 
Syndrome. Are they one and the same condition? A Foucauldian Discourse Analysis’ 
uncovered the dominant construction of the condition in addition to offering an 
alternative construction of the condition.
It provided an historical account of the condition where it argued that the individual 
diagnosed with the condition in one time period was not the same individual 
diagnosed with the condition in another time period. The analysis concentrated on 
the current dominant constructive formation of the condition - myalgic 
encephalomyelitis - and located this within the wider medical discourse in which this 
version of the condition was embedded. It also deconstructed an alternative version 
of the condition -  chronic fatigue syndrome. In doing so the analysis suggested that 
the discursive formation of myalgic encephalomyelitis was being supplanted by a 
new construction o f the condition - chronic fatigue syndrome - as new knowledge 
relating to the condition became available.
Year 3
In order to combine my interests of diagnostic labelling with my research interests, 
my final year research looked specifically at the impact of the diagnostic label. The 
investigation entitled ‘The impact of the diagnostic labelling of CFS/ME. Are the 
attributions held by psychologists unwittingly contributing to the stigma associated 
with this condition?’ explored the attributions held by counselling and clinical
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psychologists regarding the condition Myalgic Encephalomyelitis (ME)/Chronic 
Fatigue Syndrome (CFS). The study was located within attribution theory in order to 
examine how pre-existing knowledge held by psychologists are used to interpret the 
controversial nature of the condition. It was argued that there exist not only 
professional schemas held by psychologists from which they can interpret the 
condition, but they may also hold wider schemas that can contain popular 
stereotypical images of the condition, which may result in misattributions. 
Specifically, psychologists who attributed the condition to stress related factors may 
unwittingly be contributing to the individual’s stigmatised identity.
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ACADEMIC DOSSIER
Introduction to Academic Dossier
The academic dossier contains three essays undertaken during my training. The first 
essay introduces my interest in the challenges presented to the identity structure of an 
individual presented with a chronic health condition. The second is a pathology 
report that considers the various diagnostic labels that can be applied to the same 
reported symptoms. The final essay traces the development of the therapeutic 
relationship with cognitive models of therapy and orients the reader to how I operate 
as a practitioner.
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Discuss how Identity Process Theory can be used bv Counselling Psychologists 
as a framework for the identity challenges faced bv people diagnosed with
chronic fatigue syndrome
Chronic fatigue syndrome, (CFS) has been called the ‘disease of a thousand names.’ 
It has been referred to as myalgic encephalomyelitis (ME), postviral fatigue 
syndrome (PVFS), chronic fatigue immune dysfunction syndrome (CFIDS), and 
yuppie flu (Ax, Gregg & Jones, 2001). Research has shown that it remains a poorly 
understood and controversial disease, due to its unknown aetiology and the variable 
symptoms reported by individuals (Jason, Torres-Harding, Carrico & Taylor, 2002).
Numerous aetiologies have been proposed in the literature including the hypothesis 
that the altered permeability of the blood-brain barrier may contribute to ongoing 
signs and symptoms found in CFS (Bested, Saunders & Logan, 2001). A CFS-like 
illness has been also described among Gulf War veterans (Haley, Kurt & Horn, 
1997). Exposure to toxins and pesticides has also been cited as a possible cause by 
Bell, Baldwin and Schwartz (1998). Perhaps more fittingly with the popular 
stereotypical image, a study undertaken by Van Houdenhove, Neerinchx, Onghena, 
Lysens and Vertommen (2000) suggested that high ‘action-proneness’ and an 
associated ‘overactive’ lifestyle might be a contributing factor in chronic fatigue 
syndrome. This led to the assumption by some physicians that the so-called yuppies, 
young and successful professionals, had finally succumbed to stress (Ax et al., 2001).
Accepting this controversy, this essay will not attempt to add to the literature by 
exploring possible aetiologies. Rather its purpose is to address the implications of 
CFS for counselling psychologists. It is hypothesised that individuals with CFS may 
present for therapy for a variety of reasons. They may have been misdiagnosed by 
their G.P., as the physical symptoms of CFS are similar to those of depression 
(Lehman, Lehman, Hemphill, Mendel & Cooper, 2002), or they may have been 
referred for cognitive behavioural programmes to enable them to made lifestyle 
adjustments (Van Houdenhove et al., 2000). They may have self-referred due to the
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lifestyle challenges presented by this condition, as concurred by medical sociologists 
who propose that when people acquire a chronic illness certain life stories are 
interrupted, their sense of coherence is undermined, and the future becomes uncertain 
and unpredictable (Ellis-Hill & Horn, 2000).
In order to fully explore the effects of CFS and the implications for counselling 
psychologists, the stereotypical example of successful professionals, as noted by Ax 
et al., (2001) who have an ‘over active’ lifestyle, (Van Houdenhove et al., 2000) will 
be employed for the purpose of examining the concomitant change in identity 
experienced by individuals presenting with CFS. The essay will go on to integrate 
CFS with Identity Process Theory (Breakwell, 1986) and explain how this syndrome 
presents as a threat to the individuals identity. The theoretical framework in 
conjunction with current research on CFS will also offer possible coping strategies, 
which may be employed by the individual. It will also examine the ways in which 
the individual perceives their past life, as possibly limiting the individual’s capacity 
in coping with the change in identity as a result of acquiring CFS.
Chronic fatigue syndrome
The Royal Colleges of Physicians, Psychiatrists and General Practitioners, London, 
published a Joint Working Group Report on CFS in 1996, stating that the diagnostic 
criteria for CFS necessitates: (1) six months of severe disabling fatigue affecting 
physical and mental functioning; (2) the presence of somatic symptoms including 
such things as, myalgia, chest pain, headache, and joint pains. (3) psychological 
symptoms such as depression and anxiety may also be present. (4) known physical 
causes of chronic fatigue are to be excluded. The degree of severity can differ widely 
among individuals and will also vary over time for the same individual (White & 
Schweitzer, 2000). This was concurred by Ax et al., (2001) who found that 30% of 
patients experience a steady course whilst others experienced fluctuating periods of 
relapse and remission. This study also found the duration of the illness to be variable 
with the average illness lasting 3 % years whilst others reported to have been ill for 
20 to 30 years.
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Relevance to Counselling Psychology
In terms of CFS’s relevance to counselling psychology and how it affects identity, 
the following points from the above information are of particular importance; CFS is 
not transient; it will probably have a course of 3 % years, and, the individual's 
occupational, social and personal life are affected, which will have a detrimental 
effect on their self esteem on several levels, see for example, Breakwell’s (1986, p 
61) explanation on how the negative social position of unemployment overwhelms 
self esteem. For the person with CFS this negative social position is further 
compounded by the stigma associated with the syndrome (see White & Schweitzer, 
2000) for a fuller discussion on the stigma associated with CFS).
According to Breakwell (1986), these facts constitute a threat to identity. 
(Breakwell’s (1986) Identity Process Theory will not be repeated in depth here due to 
space limitations, but the reader may wish to refer to Breakwell (1986) for a 
complete examination of the theory). The purpose of this essay is to explore the 
implications of CFS for counselling psychologists and in doing so, the relevant 
aspects of the theory that can be fruitfully applied to CFS will be examined. The 
essay will now examine the concept of identity before explaining how this threat to 
identity occurs.
Breakwell’s (1986), theory defines the concept of identity through descriptions of its 
structural components and dominant processes, whereby the structural component 
comprises both a content and value dimension. In the case of the individual with 
CFS, the content dimension may be their professional role and their achievements in, 
for example, sports and any other characteristics, which the individual uses to 
describe themselves. The value dimension is the value that the individual attaches to 
the content dimensions, i.e. their professional status and sporting achievements. It 
should be noted that Identity Process Theory is a social psychological theory and 
consequently the value that the individual attaches to being a successful professional 
and competent sportsperson is related to the dominant beliefs and ideologies that 
exist in the person’s culture. For the purpose of this essay it is further assumed that 
the individual resides within current Western society where academic achievement
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and distinctiveness are highly rated, i.e. identity is the product of their interaction 
with the influences in the physical and social world (Breakwell, 1986, p28).
So far, for the purpose of example, the essay has shown that the individual attaches a 
positive value to being both a professional and a sportsperson which maintains their 
level of self-esteem, provides them with a sense of continuity over time and 
facilitates a sense of distinctiveness and self-efficacy. Self-esteem; continuity 
distinctiveness, and self-efficacy are the four principles in Identity Process Theory 
that are said to guide the processes of assimilation-accommodation and evaluation 
(Breakwell, 1986), which will now be explained. When the individual is presented 
with new identity information, these processes are used to assimilate and eventually 
accommodate the new information into the identity structure. This is a relatively 
uncomplicated process if the new information receives a positive evaluation by the 
individual, e.g. s/he discovers that they have a natural ability to play music. 
However, with the negative connotations associated with CFS, the individual may 
experience a threat to identity, i.e. the reduction or loss of the professional status 
along with the loss of excelling at sports due to lethargy is in direct conflict with the 
principles which guide the processes of assimilation/accommodation and evaluation. 
Or put more simply, the positive value that the individual attaches to being both a 
professional and a sportsperson which maintains their level of self-esteem, provides 
them with a sense of continuity over time and facilitates them with a sense of 
distinctiveness and self-efficacy, is in conflict with assimilating and accommodating 
the enforced change in the individual’s life as they do not (and society does not) 
evaluate them positively. A threat to identity is said to occur when the processes of 
identity, assimilation, accommodation and evaluation are for some reason unable to 
comply with the principles of continuity, distinctiveness and self-esteem, which 
habitually guide their operation (Breakwell, 1986).
Breakwell’s (1986), Identity Process Theory is useful for psychologists in facilitating 
an understanding of how the loss of the professional role and sporting ability affect 
the individual’s self esteem by giving consideration to their relative salience in the 
overall identity structure, i.e. there exists a salience or priority hierarchy amongst the
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principles (Breakwell, 1986, p i 85). For example, if the individual is in the company 
of other professionals it is likely that the loss o f the professional status will achieve 
more salience than the loss of activities undertaken outside o f work and vice versa. 
Hence they are related, but different situations will determine their relative salience.
Coping strategies
Identity Process Theory as well as detailing how an individual presenting with CFS 
occupies a threatening position can also be fruitfully applied to the coping strategies 
that an individual may adopt. It provides the counselling psychologist with a 
framework to understand why the individual may choose a ‘sub optimal’ coping 
strategy. In addition, the theory used in conjunction with research on CFS, can 
enable the psychologist to identify possible limits to coping and thus work with the 
individual in an informed way, to promote the adoption of coping strategies that will 
hopefully benefit the client.
Breakwell (1986) divides coping strategies into three different levels: Intrapsychic, 
relying on emotion and cognition; Interpersonal, relying on changing interpersonal 
relationships, and Intergroup, consisting of e.g. group support and group action. 
Each of these coping strategies will now be discussed, focusing on the identity 
principles that guide the processes of assimilation/accommodation and evaluation 
and the concomitant identity implications of the coping strategy. It should be noted 
that intergroup strategies will only be alluded to as research has shown that strategies 
employed by individuals with CFS operate mainly at the intrapsychic and 
interpersonal levels.
Intrapsychic
Intrapsychic coping strategies are employed to either deflect or accept the strategy, 
(Breakwell, 1986).
Deflection strategies
The individual may choose to deny that they have been diagnosed with CFS. This 
could be related to the controversy in two ways: Firstly, as already noted in the essay
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CFS is often misdiagnosed, so the individual may lack concrete evidence that they 
have this syndrome and secondly, the individual may not wish to accept they have 
CFS due to its associated stigma.
It is clear to see that the individual may choose to deny having CFS, as 
acknowledgement of the condition would be threatening to their self-esteem. The 
essay has already outlined how self-esteem is related to the value the individual 
places on their professional role and sporting achievements. Hence it may be more 
attractive to the individual to deny CFS than to negotiate the associated stigma, 
which would (negatively) challenge their identity principles, which guide the 
assimilation and accommodation of the new identity. In denial, their sense of 
continuity, need for distinctiveness, self-esteem and self-efficacy are still intact 
(albeit temporarily). This strategy has important implications for the individual as 
research has shown that denial is associated with greater perceived illness burden and 
disruptions in social relationships (Antoni, Brickman & Lutgendorf, 1994).
Acceptance strategies
The individual may choose to accept the enforced changes in their lifestyle and in 
terms of their identity a fundamental change may occur. The process of assimilating 
and accommodating to their new identity may be particularly difficult for the 
individual as their pre-morbid identity principles of continuity, distinctiveness, self­
esteem and self-efficacy were inextricably linked to the content and value 
dimensions of being a successful professional and excelling at sports. The 
jettisoning of their pre-morbid identity, although this may be a sensible option due to 
the uncertain duration of the illness, may require an empathie understanding by the 
counselling psychologist. This empathie understanding will assist the individual in 
negotiating a new identity based on their current abilities which will eventually take 
on a history of its own and may generate and maintain self-esteem based not solely 
on achievement orientated activities.
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Interpersonal coping strategies
The individual may choose to isolate him/herself, which may be due to the symptoms 
experienced with CFS, or the individual may be attempting to protect himself or 
herself from the social stigmatisation of CFS. Lehman et al., (2002) argue that 
physicians may avoid diagnosis with what the physician perceives to be a potentially 
harmful label, yet these approaches may be perceived negatively by some individuals 
with CFS, prompting feelings of isolation and shame. Breakwell (1986) explains 
how this tactic can go hand-in-hand with denial in that the individual will not be 
forced into the ‘reality’ of their life. Therefore they are protecting their self-esteem 
by not confronting the reality of the condition. This coping strategy has important 
implications for counselling psychologists working with people with CFS as research 
has shown that seeking social support is associated with psychological well being 
(Heijmans, 1998). Close supportive relationships appear to have a substantial 
influence on patient’s adaptation to restricted lifestyles and due to the controversial 
nature of the condition; patient’s understanding of CFS is less likely to be influenced 
by the views of health care professionals. In addition, there is a suggestion that 
wider social networks are particularly disrupted in CFS, thus making CFS patients 
more reliant on close family members (Cordingley, Wearden, Appleby & Fisher, 
2001).
If the individual is able to continue to work or work part-time, they may not inform 
people of the illness and pass as a ‘healthy’ person, therefore maintaining a sense of 
continuity, distinctiveness, self esteem and self efficacy and consequently negating 
the need to assimilate and accommodate CFS into their identity structure. This 
attempt at maintaining their pre morbid identity principles has its own price to pay in 
other ways: as Breakwell (1986) notes, a disparity is created between the subjective 
and social experience of self. This disparity can manifest itself in the person with 
CFS when their subjective self may not be able to meet the demands of how they are 
presenting themselves socially, e.g. they may not be able to consent to demands of 
working late.
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As already noted in the beginning of the essay the degree of severity can differ 
widely among individuals and will also vary over time for the same individual 
(White & Schweitzer, 2000), fluctuating between periods of relapse and remission. 
Individuals experiencing remission, if they have already integrated CFS into their 
identity, may choose the coping strategy of compliance and adopt a ‘sick role’, 
complying with society’s expectations of a person with CFS rather than explain their 
remission. This may maintain their sense of continuity if a fundamental change has 
occurred and protect them from the possible accusations and stigma of for example, 
yuppie flu.
Intergroup
At the societal level, education can reduce the associated stigma and confusion but 
this may be rendered difficult until there is consensus amongst the medical 
profession.
So far this essay has explored the challenges that CFS can pose to the individual’s 
identity and the possible coping strategies that may be employed. It is however 
important to note at this point that, according to Identity Process Theory (Breakwell, 
1986, p.21) ‘Identity development takes place in the arena of subjective temporality.’ 
This point was elaborated by citing Luckmann (1983) who explains that people 
employ biographical schemes which are the stories people tell about their lives to 
infuse meaning and biographical significance. This has particular relevance for 
counselling psychologists working with individuals with CFS, as studies have shown 
that individuals may have a tendency to idealise their premorbid lifestyle (Van 
Houdenhove et al., 2000). These biographical schemes not only impose 
responsibility for past actions which may result in the person perceiving that their 
high levels of activity both in their professional and social life were to blame for the 
onset of CFS but they also encompass trajectories for new actions. This may involve 
outlining purposes which are compatible with those which are perceived to have led 
to the present condition, i.e. it may result in a distinct lack of activity as high levels - 
of activity are perceived to have led to illness.
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Conclusion
As this essay has acknowledged, CFS is a controversial condition, which challenges 
the individual not only in terms of the associated symptoms but also in terms of the 
negative connotations, which derive from the societal context. Identity Process 
Theory was used as a theoretical framework to explore the threat to identity that the 
individual may experience in terms of the loss of the structural components of their 
identity. Possible coping strategies were examined, in particular focusing on the 
intrapsychic and interpersonal levels, again using Identity Process Theory in 
conjunction with current research on CFS and the implications for counselling 
psychologists were discussed. As a final remark, most of the difficulties in 
assimilating and accommodating the changes in lifestyle associated with CFS were in 
relation to the stigma associated with the condition. This stigma and in turn the 
threat to identity cannot be resolved until the controversy relating to CFS has been 
resolved. It is hypothesised that the social representation of the condition will then 
positively change resulting in the condition being less of a threat to the individual’s 
identity.
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Psychopathology Report
This report is based on a case study regarding Ms Siegal, it should be noted that the 
study was not written by the author of this report, nor were any assessments 
undertaken by the author. Acknowledging this caveat, the following report is 
intended to form a tentative diagnosis, from which no firmer conclusions should be 
drawn without first meeting with the client.
Ms Siegal, a 22-year-old woman had received professional input, including eight 
admissions to a psychiatric hospital, since her early teenage years. She abused drugs 
and alcohol as a teenager, which resulted in drug induced visual hallucinations and 
paranoia. She was sexually abused by her stepbrother from the ages of 13 to 15 
years of age and also, usually under the influence of drugs, would participate in 
sadomasochistic sexual activities with her school peer group, which left her feeling 
ashamed and guilty. Ms Siegal is currently a patient in a psychiatric hospital and is 
experiencing the following difficulties: Brief episodes of de-realisation; self- 
mutilation, in order to induce pain and therefore, ‘feel real’ and outbursts of 
‘uncontrollable anger’ and fear of failure relating to her college studies.
As requested, the Diagnostic and Statistical Manual of Mental Disorders, Fourth 
Edition, (DSM-IV), (APA, 1995) will be used as a diagnostic tool to account for and 
eventually offer a diagnosis for Ms Siegal’s current difficulties. It should be noted 
however, depending on the theoretical orientation of the practitioner and their 
concomitant view of the individual, this medical model based diagnostic tool may 
not be the best way to proceed. Consequently an alternative approach to Ms Siegal’s 
experiences will be offered in the concluding section of this report.
Axis I
Axis I of the DSM-IV (APA, 1995) details mental disorders and the following 
disorders were explored in relation to Ms Siegal’s presenting symptoms (Reid & 
Wise, 1995).
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Substance Related Disorders
As noted in Frances, First and Pincus (1995, p. 163), substance abuse can mimic 
every psychiatric presentation known to humankind, and as Ms Siegal has a history 
of taking both drugs and alcohol, substance related disorders were explored. Ms 
Siegal’s case history suggests that her first experience of de-realisation was after 
taking drugs. As an adult she now experiences de-realisation, although not 
exclusively as a result of drug use. Her case history suggests that she still abuses 
drugs, but does not state what type o f drug and the frequency with which she 
currently uses drugs. Due to this lack of information, the only substance related 
disorder open for exploration is other (or unknown) substance related disorder. 
Although Ms Siegal’s history shows that her academic work and her social 
functioning deteriorated in her teenage years when she was abusing drugs, and 
currently, as an adult she is concerned that her college work is suffering. This 
initially appears to fit Criterion A, where there is a ‘maladaptive pattern of substance 
use leading to clinically significant impairment or distress, as manifested by one (or 
more) categories, including failure to fulfil major role obligations at work, school or 
home, as in Ms Siegal’s case, occurring within a 12 month period.’ However there is 
not enough information to state that both these concerns were, and currently are, 
directly related to her drug usage. Consequently, a substance-induced disorder 
cannot be diagnosed at this time, however it is recommended that a full history of her 
drug and alcohol use be taken in order to fully rule out this possibility.
Mood Disorders
As noted in the case study, Ms Siegal currently experiences uncontrollable outbursts 
of anger and her case history shows that during her first hospitalisation she showed 
symptoms of depression such as, Tack of appetite and insomnia.’ Due to the fact that 
these depressive symptoms were not current, a possible diagnosis o f depression 
cannot be made, as in order to meet the DSM-IV (APA, 1995) criteria, the feelings of 
depression must have currently occurred within a 2-week period. The possibility that 
her outbursts of anger combined with her, ‘appearing and acting like a staff member 
and taking on the therapist role with other patients and behaving in a flirtatious 
manner with hospital staff, echoes the experience of a manic episode and so this
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possible diagnosis was also explored. Ms Siegal appears to meet the first criterion of 
mania in that she experienced an irritable mood during hospitalisation (the fact that it 
occurred during hospitalisation rules out the pre-requisite one week criterion). From 
the information available, Ms Siegal only appears to meet one of the at least four 
symptoms for criterion B, in that her taking on the therapist role may be interpreted 
as feelings of grandiosity. A common factor in individuals experiencing mania is an 
increase in sexual activity, which has a high potential for painful consequences. In 
Ms Siegal’s case, behaving in a flirtatious manner is not enough to meet this criteria 
and her past history of engaging in sadomasochistic sexual activities usually occurred 
under the influence of drugs. For criterion D, there is marked impairment in 
occupational functioning in that she is worried about her academic functioning, but it 
is not clear if this is as a result of her affect, or as noted above, previous substance 
misuse, so this criterion cannot be met with any certainty.
Post Traumatic Stress Disorder (PTSD)
PTSD was considered as a possible explanation for Ms Siegal’s current difficulties 
being as a result of her experience of being sexually abused as a teenager. In PTSD 
the ‘stressor may arise from natural, accidental, or purposeful events, and usually 
develops within the first 3 months’ (APA, 1995). Ms Siegal meets the first criteria in 
that her experience of being sexually abused involved a threat to herself and would 
have caused intense fear. It is possible that she meets the second criteria in that her 
experience of de-realisation may be related to re-experiencing the abuse. This is 
only a hypothesis and more information is needed. Due to lack o f information, 
PTSD cannot be diagnosed at this time as it is not known whether Ms Siegal avoids 
stimuli relating to the trauma or whether she has symptoms of increased arousal 
relating to the abuse. For the final criteria, she does have significant impairment, at 
the time the abuse was occurring, in that her schoolwork was deteriorating. It is 
recommended that a full history of Ms Siegal’s experience and concomitant feelings 
relating to the abuse be obtained before this diagnosis is ruled out.
So far this report has looked for (more obvious) possible diagnoses based on Ms 
Siegal’s experience of substance abuse, her history of being sexually abused and her
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experience o f anger. It was concluded that, without more information, a diagnosis 
based on these could not be made, so an exploration was conducted to account for 
her feelings of not being real by looking at depersonalisation disorder.
Depersonalisation Disorder
Ms Siegal’s experience meets the first criterion in that she experiences episodes of 
not feeling real. However, she experiences derealisation without drug usage, her first 
experience of not feeling real was drug induced. Furthermore, the case study notes 
that she currently uses drugs, so this diagnosis could not be made with any certainty 
until a more detailed history o f these experiences and a full substance history is 
obtained, in order to fully rule out that they are not drug induced. DSM-IV (APA, 
1995) notes that this diagnosis should not be made until the clinician explores the 
possibility that Ms Siegal’s experience of de-realisation cannot be better explained in 
relation to substances and other conditions such as PTSD and Borderline Personality 
Disorder. As was already noted, until more information is made available, these 
diagnoses relating to substance abuse and PTSD cannot be made. Although it is 
possible that in the future a diagnosis of PTSD, which would account for the 
experience of derealisation could be made. In the interim, the possibility of 
Borderline Personality Disorder will now be explored.
Axis II
Borderline Personality Disorder
From the information available it would appear that Ms Siegal’s symptomology 
meets the criteria of borderline personality disorder and consequently this next 
section will be explored in more depth (Reid & Wise, 1995).
For a diagnosis to be made, DSM-IV (APA, 1995) states that there should exist a 
‘pervasive pattern of instability of interpersonal relationships, self image, and affects, 
and marked impulsivity beginning by early adulthood and present in a variety of 
contexts, as indicated by five (or more) of the following:
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Frantic efforts to avoid real or imagined abandonment. Ms Siegal’s history suggests 
that she will go to extreme lengths to avoid perceived abandonment, as in the case 
where she frantically telephoned an ex patient of the psychiatric hospital in which 
she was receiving treatment, even though they had no romantic involvement, and 
threatened suicide if he did not come back. This fear of abandonment was also 
concurred by her psychotherapist who formulated that Ms Siegal feared being 
abandoned by important people in her life if she behaved in an age appropriate 
manner.
A pattern o f unstable and intense interpersonal relationships characterised by 
alternating between extremes o f idealisation and devaluation. During hospitalisation 
Ms Siegal initiated one-to-one meetings with particular staff members, which may be 
interpreted as idealisation when she made it known to the staff member that only 
they can help her. This relationship can be quickly devalued by her when the staff 
member, possibly in carrying our their duties, confronts her, which she interprets as 
betrayal.
Identity disturbance: markedly and persistently unstable self-image or sense o f  self. 
It may be interpreted that in aligning herself with staff members and taking on the 
role of the therapist that she does have a false sense of self. In a more humanistic 
interpretation, she knows that her behaviour, e.g. in sadomasochistic sexual acts is 
not what she wants, as it leads to feelings o f guilt and shame, but it may be an 
underlying condition of worth, that in order to be accepted she must participate in 
these acts. Also cutting herself in order to feel real suggests that she, at times, is very 
cut off from who she is (Merry, 2002).
Impulsivity in at least two areas that are potentially self damaging (e.g. spending, 
sex, substance abuse, reckless driving, binge eating). It is evident from her case 
history that both her use of drugs and engaging in devaluing sexual acts meet this 
criteria. Although, again from a more humanistic viewpoint, this could also be 
interpreted as Ms Siegal carrying out her conditions of worth in order to feel 
accepted (Merry, 2002).
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Recurrent suicidal behaviour, gestures, or threats, or self mutilating behaviour. 
When she believed that she was losing her friend she had gained in the hospital, in an 
attempt to bring him back she threatened suicidal behaviour. This criteria is further 
met as she cuts herself in order to feel real when she experiences derealisation.
Affective instability due to a marked reactivity o f mood (e.g. intense episodic 
dysphoria, irritability, or anxiety usually lasting a few  hours and only rarely more 
than a few  days). This manifests itself in Ms Siegal’s case in her outbursts of 
uncontrollable anger.
Chronic feelings o f emptiness were also reported by Ms Siegal during her first 
hospitalisation.
Inappropriate, intense anger or difficulty controlling anger (e.g. frequent displays o f  
temper, constant anger, recurrent physical fights). The case history notes that she 
experiences outbursts of anger that are out of proportion to the actual event, which 
can be interpreted as inappropriate in terms of the intensity. Also she is unable to 
control her anger, which can result in her damaging a ‘prized object’.
Transient, stress-related paranoid ideation or severe dissociative symptoms. When 
Ms Siegal blamed other patients for forcing her to bring drugs into the hospital, this 
stressful event, which was interpreted by her therapist as her feeling rejected, 
resulted in her first non drug induced experience of derealisation.
Conclusion
From the above discussion of Ms Siegal’s presenting difficulties it would appear that 
a tentative diagnosis of borderline personality disorder might be offered. Although 
further assessments and a more comprehensive background history relating to her 
experience o f being sexually abused as a teenager may reveal a diagnosis of PTSD.
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As a concluding comment it should be noted that the DSM (APA, 1995) was written 
by psychiatrists (Rowan, 1998) and reflects their concomitant view of the individual, 
i.e. it utilises the medical model looking for a problem located within the person to 
be treated. Depending on the theoretical orientation of the clinician, the use of 
diagnostic labels may not be so readily applied if the individual is seen as a unique 
person. Rowan (1998) has noted, acknowledging the humanistic approach to 
psychology, that diagnosing people and giving them ‘labels’, does not adequately 
reflect the nature of human beings, as this tradition views the person as being fluid 
and capable of change, which does not concur with the fixed nature of a diagnostic 
label. Furthermore, labelling Ms Siegal as a ‘borderline personality’ can have 
negative consequences in how she is viewed and treated, by not only the wider 
population, but by the professionals whom she may turn to for assistance in dealing 
with her experience of life. This was seen in a study by Rosenham (1975) where 
researchers (with no psychiatric history) entered psychiatric hospitals posing as 
patients. The pseudopatients described that they were hearing voices and were 
consequently diagnosed as schizophrenic, and were largely ignored by professionals 
when they tried to get out. Following from this, another hospital, in an attempt to 
prove their diagnostic credibility were alert to the possibility that they may have 
pseudopatients and 19 of a total of 193 patients were judged to be ‘sane’ by both a 
psychiatrist and another staff member, when in fact, there were no pseudopatients in 
the hospital. Whilst this report acknowledges that diagnoses can be useful as a 
means of communication between professionals, the effect of labelling Ms Siegal as 
a ‘borderline personality’ may have long reaching negative effects. Further 
information relating to her experience o f being sexually abused as a teenager, with 
the view that this may have lead to an acute stress reaction, may be more useful and 
less damaging to her in the future.
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The use of the therapeutic relationship within cognitive therapy. 
Difficulties that may arise.
This essay is about the therapeutic relationship as conceptualised by cognitive 
models of therapy and the challenges it presents. Before beginning I would like to be 
transparent in relation to my own biases to afford the reader a critical stance when 
reading this paper. As a practitioner, first and foremost I value the therapeutic 
relationship as a crucial factor in effective therapy, regardless of the model in which I 
am working. Indeed, there is a vast body of research that argues that it is the 
relationship more than any other factor that result in the efficacy of therapy (Bergin 
& Lamber, 1978; Hill, 1989; Luborskdy, Crits-Chrisoph, Alexander, Margolis & 
Cohen, 1983; O’Malley, Suh & Strupp, 1983). Traditionally, psychological change 
in cognitive behavioural therapy was linked to the skill of the practitioner in applying 
the tools and techniques o f the model. However, the cognitive model has been 
modified to take into account interpersonal processes that exist within the therapy 
relationship. It has also been reformulated by Beck et al., (1990) and this modified 
theory places more emphasis on the therapeutic relationship.
This paper will begin by outlining the relationship as conceptualised by Beck’s 
(1979) original model and will go on to discuss how modifications of cognitive 
theory have placed more significance on the relationship between therapist and 
client. The paper will only allude to Beck’s et al., (1990) reformulated model as it 
shares similarities with the theory I want to orient the reader toward — Schema 
Therapy. The one crucial difference in terms of this essay is how the relationship is 
used within Schema Therapy as a medium for change in itself. For this reason, I 
chose to devote a significant part of the paper to the therapeutic relationship as it is 
conceptualised within Schema Therapy.
Collaborative empiricism
Cognitive therapy was developed as a “structured, short-term, present-oriented 
psychotherapy for depression, directed toward solving current problems and 
modifying dysfunctional thinking and behaviour” (Beck, 1995, p.l). Although Beck
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(1979) acknowledged the importance of a good working relationship, which included 
the therapist being empathie, warm and genuine, he stated these qualities were 
necessary but not sufficient for psychological change. According to Beck (1979) 
there also needed to exist collaboration, trust and rapport. Psychological change was 
facilitated by the skill o f the therapist in decreasing the client’s belief in their 
automatic thoughts. Since its development the model has been reformulated to treat a 
range of psychological difficulties. In his later work Beck et al.,(1990) there was 
more emphasis on cognition, emotions, coping mechanisms, the influence of culture 
and the use of the therapeutic relationship. For the purpose of this essay, the original 
model will be referred to in order to expand on ‘collaborative empiricism’.
In Beck’s (1979) cognitive model, at its simplest level, thoughts, mood and 
behaviour are related. In an assessment session with a 19-year-old woman who was 
discussing her relationship with a prospective boyfriend, I used this opportunity to 
educate her into the basics o f the model. I asked her to imagine that the young man 
she was attracted to asked her on a date. In this scenario, he was sitting opposite her 
but often would appear distracted and glance over her shoulder. I asked my client, 
what would you think? She replied that she thought he would be looking at another 
woman. Using standard cognitive behavioural techniques, it emerged that she 
thought the ‘other woman’ was more attractive. When prompted, she said this made 
her feel angry and jealous and may result in her leaving her date. When I gave her 
the same scenario and told her that he was looking over her shoulder to check if a 
taxi he had booked had arrived to take her somewhere special for dinner, her mood 
changed. Rapport was established with this young woman easily by explaining the 
model and techniques we would be using by couching it in her own discourse. Very 
quickly, this young woman grasped the idea that her ‘negative automatic thoughts’ 
(he’s looking at another woman) influence how she ‘feels’ (jealous and angry) and 
this affects her behaviour (in that she may have missed out on a nice evening) -  even 
though the situation had not changed, her beliefs about the situation had.
“Beliefs represent the individual’s understanding of themselves, their world, and 
others” (Beck, 1967). For example, in my own practice when working with a young
man who was referred for agoraphobia, it was not being outside per se that was the 
problem, but rather the client’s difficulties where being manifested from his beliefs 
about being outside. Underlying his fear of going outside was the negative automatic 
thought of ‘what if something happens to my wife and kids?’ As Beck (1995, p. 14) 
stated such thoughts are not the result of deliberation or reasoning, but occur without 
the client necessarily being aware of them. Using standard techniques we were able 
to identify this and other similar thoughts and the client became aware of the 
concomitant emotion of fear and how it stopped him from going out without either 
his wife or children. Working collaboratively we then modified the belief when 
discussing the likelihood that something would happen to his family... has 
something happened to them before? Using a combination of modification of his 
dysfunctional beliefs and behavioural experiments, the client is now able to go 
outside without either being accompanied by his wife or children. The outside place 
has not changed but the client’s beliefs about going out alone have. It is not a 
situation in and of itself that determines what people feel but rather the way in which 
they construe a situation (Beck, 1964).
Using these straightforward examples to outline the model in terms of collaborative 
empiricism and how change occurs, in its original form it begs the question, is there 
an objective reality to modify and whose reality is it? Safran and Segal (1996, p.77) 
have argued that “viewing psychological problems as resulting from cognitive 
distortions encounters the unanswerable question of who ultimately will decide what 
constitutes a distortion, stating that many cognitive therapists have failed to take a 
stand on the vital question of who is the final arbiter of the patients reality -  patient 
or therapist?” In their interpersonal model, they provide an alternative constructivist 
view that includes the interpersonal processes that exist within the therapy 
relationship.
Interpersonal process
Safran and Segal (1996, p.39) highlighted the importance that in “undertaking 
therapeutic work, it is not a straightforward task of modifying dysfunctional thinking, 
but that the therapist needs to be aware that during this process, there are
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interpersonal factors at play that may cause difficulties in the alliance.” For example, 
in my own practice, a client did not attend for two sessions after the initial 
assessment session. I wrote her a standard letter asking her to confirm if she wished 
to attend for psychological therapy. If she confirmed, an appointment would be re­
arranged for her. The letter stated that if I did not hear from her within a pre-defmed 
time, I would assume that she did not wish to attend for therapy and I would 
therefore discharge her from my caseload. The client did not confirm that she wished 
to attend for therapy and I was therefore surprised when reception called to say my 
client had arrived. I agreed to see her and explained to her the importance of 
attending sessions and the implications of non-attendance. I was aware of a change 
in affect and I enquired as to how she experienced me, in order to ascertain any 
beliefs she may have about my intervention. A constructivist interpersonal approach 
allows for this, emphasising “using the therapeutic relationship as a laboratory for 
exploring cognitive/affective processes and challenging interpersonal schemas” 
(Safran & Segal, 1996, p.240). She stated that she thought ‘alright alright, I got it the 
first time.’ Furthermore she stated that she thought I was angry with her.
The exploration of the relationship ‘rupture’ that followed from this facilitated us in 
exploring her interpersonal beliefs about herself and others and avoid what has been 
succinctly captured in Safran and Muran’s (1996) paper as the “therapist unwittingly 
participating in a maladaptive interpersonal cycle, that resemble those characteristic 
of patients other interactions, thus confirming their patient’s dysfunctional 
interpersonal schemas....” This use of the interpersonal processes involved in the 
difficulties that were going on between us meant that the client could communicate 
that she felt that she was being ‘told o ff which normally would result in non­
engagement. It allowed an opportunity to work with her underlying beliefs about me 
as ‘therapist’, which we could modify in order for her to progress in the process. In 
this sense “the therapeutic alliance is not a static, unchanging entity but a fluctuating, 
dynamic aspect of the therapeutic relationship, mediated in an ongoing fashion by the 
patient’s perception of the meaning of the therapist’s action” (Safran & Segal, 1996, 
p.37). As therapist, my thinking was to maintain boundaries and the contract agreed 
in the assessment. My client’s perception of this intervention was the feeling that I
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was scolding her bad behaviour, which could have resulted in an ‘impasse’ if the 
interpersonal aspects of the intervention were not explored. As such, difficulties that 
arise in the relationship are seen as an ‘active ingredient’ in the change process. The 
modification of the cognitive model to include the interpersonal processes that may 
result in relationship ‘ruptures’ allow the relationship to play a more significant role 
than that of collaborative empiricism in Beck’s (1979) original model.
As this paper is written by a counselling psychologist in training and the purpose of 
which is to explore the use of the therapeutic relationship in cognitive therapies, I 
would like to devote the rest of the essay to a theory that expanded on traditional 
cognitive techniques. Schema Therapy, an integrative philosophy, places the 
therapeutic relationship as a vital component in psychological change and, in my 
opinion, is more in keeping with the philosophy o f counselling 
psychology.’’Counselling Psychology is distinctive in its competence in the 
psychological therapies, being firmly rooted in the discipline of psychology whilst 
emphasising the importance of the therapeutic relationship and process” (Division of 
Counselling Psychology, 2005).
Schema Therapy
“Blends elements from cognitive-behavioural, attachment, Gestalt, object relations, 
constructivist, and psychoanalytic schools into a rich, unifying conceptual and 
treatment model” (Young, Klosko & Weishaar, 2003. p.l). A ‘schema’ is defined as 
a pervasive theme comprising o f emotions, memories, regarding one’s self and 
relations with others and are dysfunctional to a significant degree (Young, Klosko & 
Weishaar, 2003). I would like to point out, that in my reading, ‘schemas’ appear to 
be used often within the cognitive literature and may not always be referring to the 
same thing. Although also referred to in his early work, Beck’s et al., (1990) 
reformulated model, which is similar in many respects to Schema Therapy, also 
includes schemas. However, in the theory presented below, ‘schemas’ as 
conceptualised by Schema Therapy are a vital component of the relationship.
33
Schema Therapy uses the therapeutic relationship as a “vital component of schema 
assessment and change” (Young, Klosko & Weishaar, 2003, p. 177). This sets it apart 
from the reformulated cognitive model of Beck et al., (1990) and Alford and Beck 
(1997)/ Both Schema Therapy and the recent reformulated models of cognitive 
therapy acknowledge the significance of the therapeutic relationship, but as Young, 
Klosko and Weishaar (2003) note, the relationship within the cognitive model is 
primarily used as a medium to motivate the individual to comply with treatment. 
The therapeutic relationship as conceptualised within Schema Therapy however, is 
one of the vital components to facilitate psychological change. The remainder of this 
essay will focus on the therapeutic relationship as conceptualised within Schema 
Therapy, how schemas are modified within the therapeutic relationship and the 
notion of ‘limited reparenting’ (Young, Klosko & Weishaar, 2003). In order to fully 
expand on this, an example from my own practice will be employed.
The assessment stage as used to identify schemas
“During the assessment phase, the therapist utilises cognitive, experiential, and 
behavioural measures and observes the therapist-patient relationship” (Young, 
Klosko & Weishaar, 2003, p.64). Core schemas and how the client copes with their 
schemas are identified. In my illustrative example, the client was referred for a 
chronic psychosomatic complaint and had an emotional deprivation and subjugation 
schema. The therapist during this stage also decides which style of reparenting is 
needed. From it’s use of attachment theory, the idea of the mother as a secure base 
was incorporated into the notion of limited reparenting, where the therapist becomes 
the secure emotional base the patient never had. In anticipating questions that may 
arise from other cognitive theorists, I would like to include some recent research that 
has explored the significance of early attachment relationships and the implications 
this has for the individual’s adult life, and what the therapy relationship can offer.
This is based on the work of LeDoux (1996) the main tenet of which is that during a 
traumatic experience, conscious memories are stored by the hippocampul system and
1 For a more detailed account o f similarities and differences the reader is referred to Young, Klosko 
and Weishaar (2003, p.47).
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unconscious memories are stored by an amygdala-based system. Both these systems 
operate in parallel and I believe the important point for psychologists is that when 
triggered (for example by a schema) the unconscious body responses are activated 
via the amygdala system without having the benefit of being cognitively appraised 
by the hippocampul system. Or put more simply, because the amygdala system is 
faster, the individual experiences the uncomfortable feelings relating to the original 
event, without necessarily understanding why. This also has, I believe important 
implications for cognitive behavioural models.
Furthermore, it was proposed that
The quality of the relationship between parent and child influences both the 
biochemistry and the structure of the brain. The most frequent behaviours of 
the parental figures, both mother and father, will be etched in the baby’s 
neural pathways as guides to relating. These repeated experiences turn into 
learning, and in terms o f the pathways involved in emotion, this consists 
primarily of learning what to expect from others in close relationships. Are 
other people responsive to feelings and needs, or do they need to be hidden? 
Will they help to regulate them and make me feel better or will they hurt me 
or disappoint me? Our basic psychological organisation is learnt from our 
generalised experiences in the earliest months and years. (Gerhardt, 2004,
p.211).
The recent research of the effect of the amygdala system (Gerhardt, 2004) highlights 
the importance of the early attachments (Bowlby, 1988) we make with caregivers 
and the implications that this can have on our relational life. This research, when 
applied to the integrative philosophy of Schema Therapy has produced positive 
implications for my practice. The concept of Young, Klosko and Weishaar’s (2003) 
limited reparenting offered in the therapy resonates with “the relationship is the 
therapy...what clients needs from therapists and what infants needs from their carers 
is strikingly similar” (O’Brien & Houston, 2000, p. 133) when consideration is given 
to what occurs between the infant and the caregiver and the impact this has on the 
amygdala system. Returning to the case example, in working with her emotional
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deprivation and subjugation schema, the theory details how the therapeutic 
relationship can be used to heal the schema. Although the effect of the amygdala 
system cannot be undone, the effect of it can be lessened, through what has been 
termed in Schema Therapy as limited reparenting, which will now be discussed.
According to Schema Therapy, limited reparenting offers a ‘partial antidote’ to the 
client’s unmet core emotional needs. In returning to the client in my own practice, 
Young, Klosko and Weishaar (2003) suggest that the therapist, when working with 
an individual with an emotional deprivation schema, provides a nurturing atmosphere 
where the client can ask for their emotional needs to be met. As my client also has a 
subjugation schema, which Young, Klosko and Weishaar (2003) suggest needs the 
therapist to provide a non-directive reparenting atmosphere, both schemas when 
triggered could cause difficulties in the relationship. For example, if her schemas 
were triggered, the client would not be able to express her anger or ask for her 
emotional needs to be met.
The therapeutic relationship was used to explore the impact of her schemas as they 
arose in the relationship. For example her subjugation schema, when triggered in 
therapy may affect how she experienced me as a therapist as someone who she could 
not express her needs to, or explore the anger that she had learnt to control since a 
child. Because of the inclusion of object relations and attachment theory, we were 
able to explore her early relationships where we discovered that it was necessary for 
her not to experience anger as a child in order to protect herself from volatile 
relationships within her family. This gave us insight into how she was inadvertently 
perpetuating her schema in her adult life, which was maintaining her somatic 
difficulties. That is, in anger provoking situations, which trigger her subjugation 
schema, she copes with this by surrendering to the schema2 and experiences a 
psychosomatic presentation of her anger.
2 Full a more detailed account of coping styles the reader is referred to Young, Klosko and Weishaar 
(2003).
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Working within this model, we began to address the impact of schemas as they arose 
in the therapeutic relationship and how her coping strategy of surrendering to the 
schema made it difficult for her to express her emotions in therapy. The therapeutic 
work could then progress in providing her with a safe relationship in which she could 
experience her emotions that were previously being manifested through somatic 
presentations.
The therapeutic relationship is then said to provide a corrective emotional experience 
(Alexander, 1956).
Conclusion
My intention in writing this essay was to provide an account of the therapeutic 
relationship as it has been conceptualised within traditional models of cognitive 
therapy and the models that have been modified. Although I appreciate the 
principles of cognitive therapy, in my opinion, the original model was left wanting in 
light of current research that shows the significance of the therapeutic relationship in 
affecting change. New reformulated models of cognitive therapy by Beck et al., 
(1990) have addressed this limitation, but were only alluded to in this paper, as I 
wished to explore a model, which placed the therapeutic relationship at the heart of 
psychological change. Schema Therapy, although sharing many similarities with 
Beck’s et al., (1990) reformulated model uses the relationship in a way that not only 
is in keeping with current research but also with the philosophy of Counselling 
Psychology.
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THERAPEUTIC PRACTICE DOSSIER
40
Introduction to Therapeutic Practice Dossier
The therapeutic practice dossier is intended to orient the reader to my development as 
a practitioner over my three years of training. It includes a short description of my 
placements and the client populations that I worked with. The main focus of this 
dossier is the Final Clinical Paper, which not only traces my development as a 
counselling psychologist but also includes those theories that I incorporated into my 
professional identity.
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Therapeutic Practice
Year 1: NHS Community Mental Health Team
My First year placement was provided by a N.H.S. Trust, Community Mental Health 
Team (CMHT). The CMHT offered a multi-disciplinary approach to meet the needs 
of those with mental health difficulties, offering both brief focused interventions as 
well as longer-term work. A secondary care service was provided by a large 
multidisciplinary team consisting of Psychologists, Psychiatrists, Social Workers, 
Community Psychiatric Nurses and Support Workers. Client groups included 
individuals presenting with bipolar disorder, depression, anxiety, childhood sexual 
abuse, self-harm and obsessive compulsive disorder.
Referrals were made via the primary care service or out of hour’s service. Urgent 
referrals were offered a response within 24 hours. Routine ‘fast track’ referrals were 
offered an appointment within 10 days and non-urgent referrals were offered an 
appointment within 12 weeks.
Sessions lasted between 8 and 18 weeks and the CMHT employed a CBT approach 
to therapy. My supervisor also worked analytically.
In addition to offering individual therapy with clients, working mostly from a 
humanistic perspective, I also co-facilitated a psycho-educational group for 
individuals with bipolar disorder. My co-facilitators were a counselling psychologist 
and a psychiatric nurse.
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Year 2: Counselling Centre
A Counselling Centre within a large university provided my second year placement. 
The Centre offered a mainly psychodynamic approach to therapy. It offered a 
service to a multi-cultural student population and had a separate counselling service 
for staff members. The service worked in close proximity with other professionals 
including, Psychiatrists, GP’s and Mental Health Nurses. Client groups included 
individuals experiencing developmental issues, such as issues of separation, issues of 
dependence/independence as well as individuals presenting with more complex 
problems such as self-harm and suicidal ideation.
Referrals came from GP’s and individuals also self referred themselves to the service 
and were normally offered an assessment session within two weeks of the initial 
contact.
The service offered both short and long term therapy.
In addition to offering individual therapy, I was also involved in fortnightly 
seminars. In each seminar a case study was presented and presentations included; 
erotic transference, Kleinian theory, dreams, group work, transference and counter 
transference and dissociative disorder.
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Year 3: NHS Primary Care Mental Health Team
A Primary Care Mental Health Team (PCMHT) provided my final year placement. A 
multi-disciplinary mental health team provided a service to individuals with mild to 
moderate mental health difficulties. The Team consisted of a Consultant Psychiatrist, 
Consultant Counselling Psychologist, Clinical Psychologist, trainee Psychologists, 
Social Workers, Occupational Therapists and Community Psychiatric Nurses.
Referrals came from General Practitioners and Community Psychiatric Nurses within 
the Team initially assessed individuals, before allocating the individual to a specific 
service. Clients were offered Cognitive Behavioural Therapy and sessions lasted 
normally between 8 and 12 weeks.
In addition to offering individual therapy, I also participated in training days and had 
an opportunity to present my research to the Team.
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Final Clinical Paper:
A place for nostalgia
In the weeks before I started writing this paper I regularly watched cinema with my 
friend. I was interested in the audience’s reaction to the material they were presented 
with. When I sat in a quiet cinema, the silence was only interrupted by the laughter 
of one man who looked to be in his late forties and my friend, who is a 41-year-old 
male. The film related an interesting account about the ‘male mid-life crisis’. I was 
intrigued when a man from the Dominican Republic offered the film ‘the dark side of 
the heart’ to my Mexican friend, to help him with his broken heart. In doing so, he 
was offering a shared experience o f meaning, an understanding, a way of 
interconnectedness and relating to age-old problems; the struggles of human 
relationships, the price to pay for connectedness ... and the pain of unrequited love.
When presented with the same medium, the same ‘story’, we each react differently, 
depending on what is salient; what makes sense to us. I was interested in how we 
discussed the films we watched together and the points that were salient for us. 
From my own perspective, I related to Che Geuvara when looking at Machu Picchu 
in ‘The Motorcycle Diaries’ for the first time when he thought, ‘how can I feel 
nostalgia for a place I ’ve never been?’ It made me think of the ‘presenting past’ in 
my daily interactions. How our own past experiences affect how we experience the 
same medium (Jacobs, 1998). Some things may be salient for me and not for the 
‘other.’ Individuals have a different metaphorical ‘presenting past lens’ from which 
they view the world.
I would like to orient the reader to how I am as a person as undoubtedly having an 
impact on how I interpret the theories I was presented with during training. Different 
trainees will interact and interpret different theories differently. I expect some 
theories will be more salient for some trainees than for others. This paper is my 
perspective and I will attempt to guide you through the theories that were salient for 
me.
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I would like to foreground that this knowledge is situated in a specific temporal 
context. The paper I am presenting is a narrative, which I will undoubtedly try to 
engage you with. I will endeavour to be transparent, reflective and acknowledge my 
biases. But ultimately I am choosing what to put in and what to leave out. I will 
selectively attend more to those things that interest me and that I think may interest 
you. It is therefore, a construction of both myself as a person and as a practitioner.
My psychological identity
I want to identify myself as working towards being an integrative practitioner, which 
encapsulates “a view of the person that emerges which arguably includes the person 
as a learner (behaviourism), the person as a reactor (psychoanalysis), and the person 
as a creator (humanistic/existentialism position). This is an integrative position 
based on inclusion, not exclusion” (Woolfe & Dryden, 1996, p.263).
I intentionally chose not to identify myself at this stage as an integrative practitioner 
as researching Identity Process Theory (Breakwell, 1986) in my first year of training 
gave me an understanding of the processes involved in identity changes. So I prefer 
to state that this is something that is being processed within my identity as a 
Counselling Psychologist. Some aspects of training and theoretical models have 
already been assimilated and accommodated and found their home within my 
identity as a practitioner and I will attempt to make them transparent in the paper. In 
other words, through the experience of being exposed to different models I have had 
the opportunity to work within them, evaluate them and some I confidently ‘own’, in 
the words of O’Brien and Houston (2000). Some aspects I am still accommodating 
into my existing knowledge base and at that this stage, in my short professional life, 
could not confidently state that they are fully integrated, or fully ‘owned’.
I believe that my (or indeed any practitioners) model should be congruent with how 
they are as a person or operate in the world. The publication of ‘Embodied Theories’ 
by Spinelli and Marshall (2001) resonated with me in that working within a theory 
may be a theoretical exercise if the theory does not fit the person. For the theory to
46
be ‘embodied’ there is a high degree o f fit between the philosophy of the practitioner 
and the underlying assumptions and philosophy of the theory.
As I take you through my practice, it will be come clear that some theories are what, 
Spinelli and Marshall (2001) referred to as a theoretical exercise for me; they do not 
have congruence with how I am as a person or practitioner. I struggled with Kleinian 
theory trying to make sense of impulses, drives, greed and envy. Conversely I was 
drawn to relational and integrative theories, particularly Attachment Theory and 
Schema Therapy. But my practice is not a vacuum; I am currently working within 
the National Health Service, as in my first year. Maybe because of my second year 
research I am acutely aware of the inherent power that has a direct impact on my 
practice. Foucault (2003) proposes that knowledge is used to regulate the conduct of 
others; it prescribes certain practices and ways of being for those who operate within 
it. This means that knowledge relating to the dominant discourse of the NHS not only 
produces the subject (the patient) but, in operating within this discourse, the patient is 
subjected to the practices, assumptions, rules and conventions of the discourse, 
which, for the point of debate, tends predominately towards Cognitive Behavioural 
Therapy (CBT).
There exist NICE guidelines, indeed protocols within the NHS Trust that steer my 
practice. I am affected by the training and theoretical stance of my supervisors. 
Always there are the ethical considerations o f my professional body. I do not see 
these as on the fringe, peripheral to my practice, indeed in my current placement, I 
requested to take part in meetings to expose myself to the wider political context of 
my work, as it ultimately affects my practice.
In the remaining sections of this paper I will attempt to map my learning onto the 
theoretical models that I have been exposed to during my training. In doing so I will 
give consideration to the wider context of my placement (where relevant) and the 
implications this had for my practice.
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Year one
In this placement I found one of my therapeutic homes -  the relationship. As a 
practitioner, first and foremost I value the therapeutic relationship as a crucial factor 
in effective therapy, regardless of the model in which I am working. Indeed, there is 
a vast body of research that argues that it is the relationship more than any other 
factor that result in the efficacy of therapy (Bergin & Lamber, 1978; Hill, 1989; 
Luborskdy, Crits-Chrisoph, Alexander, Margo lis & Cohen, 1983; O’Malley 1983;). 
The relationship is conceptualised differently by different models and is part of the 
philosophy of counselling psychology. “Counselling Psychology is distinctive in its 
competence in the psychological therapies, being firmly rooted in the discipline of 
psychology whilst emphasising the importance of the therapeutic relationship and 
process” (Division of Counselling Psychology, 2005).
It was the beginning of my training, my ‘humanistic year’ and I was about to embark 
on a steep but rewarding learning curve as I became aware of the competing 
paradigms within any one system. Working within a multidisciplinary setting meant 
that I was working within a Team of professionals, who by warrant of their training 
and underlying assumptions of the person, viewed psychological disturbance through 
their own metaphorical lens. I was ready to work on establishing the ‘relationship’ 
with clients -  wanting to experience a ‘person-to-person’ relationship (Clarkson, 
2002) looking for points of meeting between myself and the client that could 
facilitate the process of therapy. But the reality of my lack of understanding of the 
theoretical underpinnings of other professionals created tension within me when I 
encountered ‘diagnostic labels’ and ‘tools for the client to acquire’. In hindsight, I 
now have the experience and language to conceptualise this tension. At the start of 
my training however, with only limited knowledge of other models, I was not able to 
grasp how different training methods of other professionals affected not only how 
they viewed the individual and psychological disturbance, but how the underlying 
assumptions of the model affect the assessment and formulation process.
Now coming to the end of my training, I am now in a position to appreciate the 
breadth of my own training and understand what it affords to me.
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Chartered Counselling Psychologists are competent delivers of evidence- 
based psychological therapy. Their training requires them to be competent to 
practice from more than two perspectives, and to have an understanding of 
the application of the three major theoretical theories of therapy 
(psychodynamic, humanistic, cognitive-behavioural). They are accordingly 
in a strong position to respond appropriately and flexibly to the therapeutic 
needs o f specific clients and/or contexts. Some Chartered Counselling 
Psychologists may choose to work primarily from one or more particular 
theoretical perspective (e.g. psychodynamic) whereas others will take a more 
integrative approach to their practice. (Division of Counselling Psychology, 
2005).
Being exposed to the three main models throughout my training has allowed me a 
critical and evaluative stance towards my own practice. It has allowed me an 
understanding of the underlying philosophical bases of the models that may be 
employed by other professionals. The importance of this understanding is 
exemplified in my work with the following client.
Ms A was referred for depression. She had been engaged in professional 
relationships for most of her adult life and described herself as ‘anti-professional’ as 
she felt that she had been ‘judged harshly’ by professionals in the past. A review of 
her notes informed me that she had been offered the diagnosis of ‘borderline 
personality disorder’. I agree with Meams and Thome (2000) in their humanistic 
understanding that “no two persons are alike and that the human personality is so 
complex that no diagnostic labelling of persons can ever be fully justified.”
The tension I was facing was between my humanistic training year and the reality o f 
assessments from other professionals. O’Brien and Houston (2000) refer to the 
attention paid to pathology within differing theoretical models, noting ‘minimal 
attention’ paid by humanistic therapists to those psychologists who subscribe to the 
diagnostic criteria contained within the Diagnostic and Statistical Manual of Mental 
Disorder (APA, 1995). Although I acknowledge that ‘labels’ can be useful as a
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means o f communication between therapists, I agree with O’Brien and Houston 
(2000, p. 103) that there is “a radical difference in the attitude and approach of a 
therapist who assesses and works with a person who may also be obsessional or 
phobic, and the therapist who focuses in her assessment and treatment on the 
disorder that the client brings.”
This is in stark contrast to the model in which I was currently working “the 
humanistic/existential tradition can be characterised by a focus on existence, choice, 
autonomy, responsibility, anxiety, death, despair, freedom, values, potential for 
change, the desire for growth or self-actualisation, social involvement and friture 
orientation” (Woolfe & Dryden, 1996, p.262).
This was evident in subsequent work with Mrs A whom as Clarkson (2002) aptly put 
it, was ‘couch broken’ in that she had been given psychological insight into her way 
of being, but she still did not feel good about herself. I tried to overcome this by not 
working too hard at being a therapist and just listen to her experiences in order to get 
an empathie understanding of her world. I hoped that this would encourage her to 
access her own feelings that were beneath the psychological language that she was 
using. For example, she labelled herself as ‘bipolar’ and ‘manic’ and used 
psychological terms such as ‘not being worthy’.
Clarkson (2002) noted that the first few minutes of the opening session can act as a 
signal to the themes and issues that are likely to arise in the process of therapy. As 
Ms A asked if I had read her notes, I took this to be an unexpressed concern that I 
would judge her in the way she felt others had done. I attempted to overcome this as 
it arose in this and subsequent sessions by allowing her to talk about her experience 
of professional relationships. As she became more trusting in our relationship she 
began to express her fears of therapy and was able to voice what had previously been 
an unexpressed fear, that I would be judging her on basis of her completing the Beck 
Depression (BDI) and Beck Anxiety Inventory (BDA)- that I would eventually label 
her. I was required by my placement to complete both a BDA and BDI with all 
clients. Again, with the experience I have since gained I can appreciate the tension
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and importance of trying to establish a person-to-person relationship within the 
organisational setting, which this client had been a part of. My placement utilised a 
predominately medical model of therapy where for example, psychiatrists sought to 
diagnose disorders and Community Psychiatric Nurses trained in CBT, implemented 
treatment based on this diagnosis. The humanistic model within which I was 
working however, does not readily accept diagnostic labels. The aims of my therapy, 
working within a humanistic model, were to provide Ms A with a real person-to- 
person relationship (Clarkson, 2002) where she would not be judged and as she 
dictated the pace of the sessions, this would facilitate her in gaining some control in 
the relationship, which she may not have previously felt. It was hoped that by 
adopting this approach she would be able to engage in the relationship and I planned 
to facilitate this by working within the core conditions of the person centred 
approach (Rogers, 1975).
My supervisor worked integratively and towards the end of therapy I began to 
incorporate psychodynamic ideas as it was evident that Mrs A was bringing her past 
experience of professionals and ‘others’ who had judged her in the past, into her 
therapeutic relationship with me.
Year Two
A Counselling Centre provided my second year placement, which offered a 
psychodynamic approach to therapy. “Psychoanalytic tradition emphasises the 
unconscious, drive theory, transference and the repetition compulsion, ego 
psychology, objects relations and more recently, self theory” (Woolfe & Dryden, 
1996, p.262).
This was a very different experience for me after coming from a NHS secondary care 
placement. Everyone in the service worked within psychodynamic theory, so there 
were no radically competing models to consider. Clients generally self referred 
reducing the interaction with GP’s or psychiatrists. There did however, as within 
many systems, exist constraints to practice as my supervisor worked within a 
Kleinian model.
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Klein saw children -  even very young ones -  as being much like adults: 
propelled by powerful drives, able to express in their own way the power of 
their drives and able to respond to the therapist’s interpretations. Crucially, 
she focused on the child’s phantasy life ... paying attention to the role of 
innate destructiveness and on how anxiety was managed from the very 
beginning of life (Lemma, 2003, p.30).
I initially found it difficult to work within this model as I felt it did not resonate with 
me personally. I struggled in supervision trying to conceptualise client difficulties in 
ways that seemed foreign to me. I am drawn to psychodynamic theories that 
emphasise the relational nature of human beings, such as ‘attachment theory’ 
(Bowlby, 1988). It makes sense to me that “our physical and psychological security 
depends utterly on our connections with other people” (Holmes, 2001. p.30). Trying 
to negotiate an inner world of phantasy that includes, love and hate, destructiveness 
and envy, was as a ‘threat’ to my psychological identity. Referring back to the 
opening section of my psychological identity, I drew the reader’s attention to the 
proposition that some theories were already assimilated and accommodated into my 
professional identity. This can be explained by referring to Breakwell’s (1986) 
Identity Process Theory. When I was presented with new theories that I received in 
a positive light, i.e. they made sense to me, had a degree of fit with who I was, I was 
able to use, for example, what Breakwell (1986) termed as a principle o f continuity 
to guide the process of assimilating and accommodating the new theory into my 
identity. For example, attachment theory could easily be assimilated and 
accommodated as it provided me with a sense of continuity over time; I already 
appreciated the underlying assumptions of the theory. However, when presented 
with Kleinian concepts such as ‘part objects’ and ‘greed and envy’, they did not 
provide me with a sense o f continuity over time, nor could I use another principle of 
evaluation to aid the process. The theory did not fit with my previous continuity and 
I could not evaluate it positively, as such it represented a ‘threat’ to my existing 
identity structure as a psychologist (Breakwell, 1986). This is not to say that I did not 
appreciate the theory, but rather it was a ‘theoretical exercise’ that I could not 
embody (Spinelli & Marshall, 2001).
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However, I did appreciate the contribution of Klein’s (Hinshelwood, 1994) concept 
of ‘splitting’ and ‘projection’ as can be seen in my work with the following client. 
Mr D was very clear that he loved his mother and he hated and blamed his father for 
his current difficulties, of being very lonely and craving a relationship with a woman, 
as his father was not around to offer a ‘father figure’ to guide him through life. I 
hypothesised that he began to idealise his mother and denigrate his father in order not 
to experience the loss of his father, with whom he had little contact and also to 
protect him from hateful feelings he may have experienced towards the parent he was 
left with. ..who did in effect not treat him well. I found myself during the process o f 
therapy feeling very uncomfortable, as Mr D began to call me his ‘saviour’ that I 
could fix his problems. I found it more uncomfortable when he would comment on 
my appearance and describe his ideal woman, as someone who fitted my description. 
I took these uncomfortable feelings to supervision where I began to understand that 
in the transference/countertransference relationship (Clarkson, 2002) I was being 
idealised, I was the perfect therapist and the perfect girlfriend. I worked with my 
own countertransference in relation to this. In particular, my irritation at being 
brought into the room in a way that was not congruent to my ideas of being a 
psychologist. I became aware of the clothes I wore to session and the style of my 
hair. Due to work commitments Mr D had to take a four-week break from therapy. 
In supervision, we hypothesised that Mr D may feel abandoned by me (in order to 
respect anonymity I will not go into the reasons for this in this paper) and rather than 
cope with this loss, he may denigrate me as a therapist as he had done with his father, 
when he returned to therapy. After the break in therapy, Mr D stated that he had 
resolved his problems and did not wish to continue therapy with me. During the 
break, the unmanageable feelings were being projected onto me. It was easier to 
attack and denigrate the therapy than experience the loss.
Even though I gained an understanding of Kleinian theory, at the end of my second 
year a more comfortable place for me was that individuals are driven by their 
attachment needs, their need to form relationships with other people. As opposed to 
being propelled by innate destructive drives.
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Kleinian theory also clashed with me, as I perceive there to be a lack of the 
appreciation of social interaction, which recent research has been exploring;
the quality of the relationship between parent and child influences both the 
biochemistry and the structure of the brain. The most frequent behaviours of 
the parental figures, both mother and father, will be etched in the baby’s 
neural pathways as guides to relating. These repeated experiences turn into 
learning, and in terms of the pathways involved in emotion, this consists 
primarily of learning what to expect from others in close relationships. Are 
other people responsive to feelings and needs, or do they need to be hidden? 
Will they help to regulate them and make me feel better or will they hurt me 
or disappoint me? Our basic psychological organisation is learnt from our 
generalised experiences in the earliest months and years (Gerhardt, 2004, p. 
211).
This is based on the work of LeDoux (1996) the main tenet of which is that during a 
traumatic experience, conscious memories are stored by the hippocampul system and 
unconscious memories are stored by an amygdala-based system. Both these systems 
operate in parallel and I believe the important point for psychologists is that when 
triggered (for example by a schema) the unconscious body responses are activated 
via the amygdala system without having the benefit of being cognitively appraised 
by the hippocampul system. Or put more simply, because the amygdala system is 
faster, the individual experiences the uncomfortable feelings relating to the original 
event, without necessarily understanding why. This also has, I believe important 
implications for cognitive behavioural models, which will be explored in the 
following section.
Year Three
The cognitive model proposes that distorted or dysfunctional thinking (which 
influences the patient’s mood and behaviour) is common to all psychological 
disturbances. Realistic evaluation and modification of thinking produce an
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improvement in mood and behaviour. Enduring improvement results from 
modification of the patient’s underlying dysfunctional beliefs (Beck, 1995, 
p.l).
Working within a cognitive behavioural approach to therapy, I found surprisingly 
useful with some clients. I struggled initially with the idea of homework sheets, 
agendas and goals and found myself going in to the sessions to do CBT to my 
clients! With more experience, my practice became more relaxed; I still worked 
within the relationship and began working with the client’s material more naturally 
when ‘hot cognitions’ arrived. I realised that I was beginning to practice, as opposed 
to force, cognitive therapy with, and not on to, my clients. I found that adopting the 
model worked well with one client who was agoraphobic, conceptualising his 
negative automatic thoughts about going out alone as being related to his underlying 
fear of not feeling safe. I found exposure techniques and behavioural experiments 
effective in working with a young man who presented with a chronic psychosomatic 
condition.
However, I fully agree with O’Brien and Houston (2000, p.64) when they asserted 
that ‘...implications for the therapist who may be faced with no therapeutic 
movement but who adheres to a theoretical model, which emphasises, for example, 
working with resistance. We would suggest that therapists, like mothers with their 
children, would need to consider the dilemma: is it the client/child or is it the 
approach that needs to change?
Being exposed to different models of therapy during training and in accordance with 
the Competency Statement (Division of Counselling Psychology, 2005) where 
Chartered Counselling Psychologists ‘are accordingly in a strong position to respond 
appropriately and flexibly to the therapeutic needs of specific clients and/or 
contexts,’ I began to look to other theories to facilitate my work with the following 
client.
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Ms E was referred for ‘ a psychosomatic complaint’ for which there was no 
biological origin. Even though there is a body of research (for a full account, the 
reader is referred to Hawton, Salkovskis, Kirk & Clark, 2002) on the effectiveness of 
CBT for somatic presentations, my client was not engaging in the process. She was 
arriving late to sessions and was not completing homework sheets in order for us to 
monitor her psychosomatic difficulties. Working within the model, I initially 
conceptualised this as some form of resistance where “resistance is anything in the 
patient’s behaviour, thinking, affective response, and interpersonal style that 
interferes with the ability of the patient to utilise the treatment and to acquire the 
ability to handle problems outside of therapy and after therapy has been terminated” 
(Leahy 2003, p .11). Not completing homework tasks can also be thought of as a 
‘working alliance rupture’ (Safran & Muran, 1996). Following the model o f CBT, I 
encouraged her to complete the sheets, re-iterated the model and tried to further 
access possible negative automatic thoughts relating to resistance. In doing so, I 
began to appreciate that there may be something else affecting the therapeutic 
process, I needed to look at whether the model (even though research states CBT is 
effective for her difficulties) fitted how she was as a person. I began to look at 
possible schemas that may be affecting the process and therapy began to progress as 
can be seen in the following vignette.
Schema Therapy is an integrative therapy, which “blends elements from cognitive- 
behavioural, attachment, Gestalt, object relations, constructivist, and psychoanalytic 
schools into a rich, unifying conceptual and treatment model” (Young, Klosko & 
Weishaar, 2003, p.l). According to the model, schemas result from unmet core 
emotional needs in childhood. For example, if the child did not receive the love and 
attention necessary for healthy development, the child may acquire an emotional 
deprivation schema. The schema is said to become dysfunctional in adulthood in 
that the individual may be removed from the original situation where the schema 
developed, but s/he may continue to behave in ways that perpetuate the schema. For 
example, they may avoid intimate relationships in an attempt to avoid rejection. In 
Schema Therapy, these early maladaptive schemas “are self defeating emotional and
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cognitive patterns that repeat throughout life” (Young, Klosko & Weishaar, 2003, 
p.7).
Ms E had a subjugation schema, which affected how she experienced me as a 
therapist. Ms E’s subjugation schema influenced her to see me (as therapist) as 
someone who she could not express her needs to, or explore the anger that she had 
learnt to control since a child. Schema Therapy (Young, Klosko & Weishaar, 2003), 
addressed the underlying assumptions of CBT that may be untrue of certain patients 
who do not respond to treatment. This was particularly relevant for my therapy with 
Ms E.
Standard cognitive-behavioural therapy assumes that patients are motivated 
to reduce symptoms, build skills, and solve their current problems... however 
... their motivations and approaches to therapy are complicated, and they are 
often unwilling or unable to comply with cognitive-behavioural therapy 
procedures. They may not complete homework assignments. They may 
demonstrate great reluctance to learn self-control strategies... (Young, 
Klosko & Weishaar, 2003, p.3).
The approach, integrates aspects of attachment theory, Gestalt, object relations, 
psychoanalytic and cognitive-behavioural into a unifying conceptual model. In 
having this understanding of the implications of the effect of Ms E’s schema’s in the 
relationship, I became aware that we had to facilitate Ms E in identifying emotions 
that she had learnt to control for most of her life. Rather than continue with CBT and 
monitor her somatic presentation, changing the method allowed us to discover that 
when certain schemas were triggered, it resulted in her psychosomatic presentation. 
Schema theory was proving successful for our work together as it allowed for 
attention to be paid to Ms E’s childhood, during which time the predominant 
schemas are developed.
Reformulating Ms E’s current difficulties using Schema Therapy allowed us to trace 
a developmental path of how she coped with her schema. According to the model, 
patient’s develop maladaptive coping strategies relating to their schemas which can
be thought of as the early fight, flight or freeze response to threats. Individuals, 
when their schema is triggered, either overcompensate (fight) the threat, avoid 
(flight) the threat or surrender (freeze) to the threat (Young, Klosko & Weishaar, 
2003). For Ms E, when her schema was triggered by, for example, anger producing 
situations, her subjugation schema meant that rather than feeling the anger, she 
experienced a ‘calming of emotions.’ Traditional CBT may not have allowed us to 
formulate her difficulties in such a way. Schema Therapy, because of the inclusion 
of object relations and attachment theory, allowed us to explore her early 
relationships where we discovered that it was necessary for Ms E not to experience 
anger as a child in order to protect herself from volatile relationships within her 
family. A subjugation schema that leads to an accumulation of anger gets manifested 
in maladaptive symptoms including psychosomatic symptoms (Young, Klosko & 
Weishaar, 2003). One of the three categories that somatic presentation of 
psychological problems can fall under is “problems where there is an observable and 
identifiable disturbance of bodily functioning, including involuntary muscular 
movements or contractions” (Hawton, Salkovskis, Kirk & Clark, 2002, p.238), which 
was Ms E’s somatic presentation.
This gave us insight into how she was inadvertently perpetuating her schema in her 
adult life, which was maintaining her somatic difficulties. That is, in anger 
provoking situations, which trigger her subjugation of emotions schema, she copes 
with this by surrendering to the schema and experiences a psychosomatic 
presentation of her anger.
Working within this model, we began to address the impact of schemas on the 
therapeutic relationship. How her coping strategy of surrendering to the schema 
made it difficult for her to express her emotions in therapy. The therapeutic work 
could then progress in providing Ms E with a safe relationship in which she could 
experience her emotions that were previously being manifested through somatic 
presentations.
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Concluding comments
What has been evident throughout this paper is the importance I attach to 
relationships, in both my personal and professional life. I have been sustained by 
relationships throughout the course of my training including the relationship I 
developed with my transpersonal therapist. The warmth and genuine respect that 
existed in this relationship sustained me through difficult aspects of training, my 
personal life as well as enabling me to engage in self-reflection ...
The recent research of the effect of the amygdala system (Gerhardt, 2004) highlights 
the importance of the early attachments (Bowlby, 1988) we make with caregivers 
and the implications that this can have on our relational life. This research, when 
applied to the integrative philosophy of Schema Theory has produced positive 
implications for my practice. The concept of Young, Klosko and Weishaar’s (2003) 
limited reparenting offered in the therapy resonates with “relationship is the 
therapy...what clients needs from therapists and what infants needs from their carers 
is strikingly similar” (O’Brien & Houston, 2000, p. 133) when consideration is given 
to what occurs between the infant and the caregiver and the impact this has on the 
amygdala system. Although the effect cannot be undone, the effect of it can be 
lessened, through what has been termed in Schema Therapy as limited reparenting. 
Which brings me back to my original pondering of. . .
‘How can I feel nostalgia for a place I’ve never been?’
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introduction to the Research Dossier
As was already noted in the introduction to the Portfolio, a theme running through all 
of my research is identity issues and the impact of diagnostic labels. The following 
research begins by presenting a review of the literature pertaining to CFS/ME before 
deconstructing the condition using Foucauldian Discourse Analysis. The research 
concludes with an investigation into the impact of the diagnostic labels of CFS/ME.
3 Please note the referencing style and line spacing recommended by Social Science & Medicine was 
changed for the purpose o f preserving the consistency of the Portfolio.
Chronic fatigue syndrome: An exploration of the differing theoretical accounts 
of the chronic fatigue syndrome identity.
Abstract
Chronic fatigue syndrome (CFS) remains a poorly understood condition, which lacks 
an uncontested diagnosis. Current literature is engaged in debate as to whether the 
origins of this condition are of an organic or psychosomatic basis. This literature 
review is not intended to add to this debate; rather its aim is to focus on the impact 
the condition has on the individual and their sense of identity, from different 
psychological perspectives. It traces how the individual with CFS cannot enter the 
traditional ‘sick role’, due to the criteria imposed by this medically based model. It 
also considers ethnographic investigations, which explore the various losses that 
arise from chronic illness. The review highlights that CFS results in a stigmatised 
identity. In order to examine how the individual negotiates the threat to identity that 
this stigma imposes, Identity Process Theory was applied to current research on the 
inherent identity implications of CFS. It was proposed that a discursive approach 
was warranted in order to account for the lived reality of the effect of CFS on the 
individual, in terms of their disappearing social roles and disintegrating sense of 
identity. It was found that the social construction of the condition and its rhetorical 
function served different purposes, depending on whether the CFS identity is being 
constructed by a GP or an individual identified as having CFS.
Author Keywords: Chronic fatigue syndrome; Myalgic encephalomyelitis; Identity; 
Self-identity; Self-concept; Chronic illness
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Introduction
Chronic fatigue syndrome (CFS) has been called the ‘disease of a thousand names’, 
it has been referred to as myalgic encephalomyelitis (ME), postviral fatigue 
syndrome (PVFS), chronic fatigue immune dysfunction syndrome (CFIDS) and 
‘yuppie flu’ (Ax, Gregg & Jones, 2001). Research has shown that it remains a poorly 
understood and controversial condition due to its unknown aetiology and the variable 
symptoms reported by individuals (Jason, Torres-Harding, Carrico & Taylor, 2002).
The Royal Colleges of Physicians, Psychiatrists and General Practitioners, London, 
published a Joint Working Group Report on CFS in 1996, stating that the diagnostic 
criteria for CFS necessitates: (1) six months of severe disabling fatigue affecting 
physical and mental functioning; (2) the presence of somatic symptoms including 
such things as, myalgia, chest pain, headache, and joint pains. (3) psychological 
symptoms such as depression and anxiety may also be present. (4) known physical 
causes of chronic fatigue are to be excluded. Current research has shown that the 
degree of severity can differ widely among individuals and will also vary over time 
for the same individual (White & Schweitzer, 2000). This was confirmed by Ax et 
al., (2001) who found that 30% of patients experienced a steady course whilst others 
experienced fluctuating periods of relapse and remission. This study also found the 
duration of the illness to be variable, with the average illness lasting 3 % years whilst 
some patients reported having been ill for between 20 and 30 years.
This paper reviews the current literature on CFS, providing a synopsis of research on 
the aetiology of the condition and focusing specifically on the impact the condition 
has on the individual and their sense of identity, from different theoretical 
perspectives. Its aim is to add to psychologists’ understanding of the challenges 
presented to individuals affected by this condition. Throughout the paper, the 
theoretical orientation of the research under review will be referred to, as this is 
deemed important due to the effect that a study’s epistemology has on, for example, 
the nature of what constitutes the ‘self and what is deemed suitable for study.
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Much of the literature has looked at possible causes of CFS. This paper will not add 
to this body of research but will give a brief overview of what the literature says 
regarding possible aetiologies before moving on to focus on how the condition might 
affect the self. In doing so, this review posits that, in order to account for the lived 
reality of the condition that includes the individual’s experience of, for example, 
disappearing social roles and the effect of stigmatisation, a review o f current 
literature, which adopts a social psychological perspective, is necessary. This current, 
although not exhaustive review, intends to trace how the individual experiencing the 
symptoms of CFS cannot enter into the traditional ‘sick role’ due to the criteria 
imposed by this medically-based model. It considers how recent research exploring 
the various losses imposed by chronic illness, can better account for what may be 
seen as a disintegrating sense of identity among people with CFS.
There appears to be a gap in the literature regarding how the individual negotiates the 
loss of roles that previously made up their sense of identity. In an attempt to bridge 
this gap, the review proposes that Identity Process Theory (Breakwell, 1986), which 
details how individuals negotiate threats to their identity, can be fruitfully applied to 
current research on how chronic illness affects identity. In returning to the debate as 
to the uncertain aetiology of the condition, it emerges that the differing accounts of 
CFS -  reflected in the different names that can be applied to the same set of 
symptoms -  warrant a more discursive approach to (the construction of) the 
condition. Recent research on the discursive nature of CFS has highlighted the 
possibility that prevailing ideological culture has an affect on how the condition is 
constructed, not only be society, but by people diagnosed with CFS themselves.
Aetiology of chronic fatigue syndrome
There has been an ongoing debate in the literature regarding the aetiology of CFS. In 
Clarke and James (2003) paper it was noted that in 1998, 45% of the articles gleaned 
from a Medline search reported that the condition was as a result o f an organic cause, 
28% were noted as ‘other’ and a psychiatric component was referred to in 26% of the 
articles. Numerous organic aetiologies have been proposed in the literature including 
the hypothesis that the altered permeability of the blood-brain barrier may contribute
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to ongoing signs and symptoms found in CFS (Bested, Saunders & Logan, 2001). A 
CFS-like illness has been also described among Gulf War veterans (Haley, Kurt & 
Horn, 1997); exposure to toxins and pesticides has also been cited as a possible cause 
by Bell, Baldwin and Schwartz (1998). Perhaps more in keeping with the popular 
stereotypical image, a study undertaken by Van Houdenhove, Neerinchx, Onghena, 
Lysens and Vertommen (2000) suggested a psychosomatic basis for the condition 
proposing that high ‘action-proneness’ and an associated ‘overactive’ lifestyle may 
be a contributing factor in CFS. This led to the assumption by some physicians that 
the so-called yuppies -  young and successful professionals -  had finally succumbed 
to stress (Ax et al., 2001). It should be noted that, the yuppie flu stereotype has 
received popular media attention, however, it is only a stereotype. CFS is a 
condition that affects the wider population, although, research has been mainly 
interested in the personality traits of those identified as having CFS. Van 
Houdenhove et al., (2002) notes that the attention paid by clinicians to the premorbid 
‘overactivity’ of individuals diagnosed with CFS, only have found limited evidence 
for these personality traits and goes on to highlight some of the inherent 
methodological flaws related to the retrospective idealisation of past lives. Clements, 
Sharpe, Simkin, Borrill and Hawton (1997) after conducting a study with people who 
reported symptoms of CFS, noted that although the most common reason cited for 
the cause o f their condition was of a physical nature, 56% also noted that they 
thought that lifestyle and stress also contributed to the condition. It was also 
suggested in the paper, however, that their views had been influenced by current 
media representations of the illness. This was corroborated by Moore (2000) in a 
study undertaken to examine the attitudes of occupational health therapists towards 
those individuals identified as having CFS. It was found that 70% of the therapists 
believed that their knowledge and beliefs had been significantly influenced by media 
representations of the condition.
As noted, aetiology is not the focus of this current review as this has been widely 
researched elsewhere, but what is emerging, and is of importance to this current 
review is that, broadly speaking, the recent research is engaged in debate regarding 
whether the condition arises from an organic cause or is psychosomatic in nature.
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Corroborating evidence seems to be available to support both views, but a review of 
the literature can be confusing and should be undertaken by looking through the lens 
of the researcher’s theoretical base. It is only then, that the reader can critically 
review the literature in terms of the fundamental assumptions pertaining to the 
theoretical perspective of the paper. This includes how knowledge is constructed, 
whether the methodology is nomothetic or idiographic in nature and, of particular 
importance to this paper, decide if the theoretical tools are appropriate to the subject 
matter that is being studied (Smith, 1998). These methodological concerns have 
important implications for the impact this has on the individual, their sense o f self 
and their changing identity, which will be explored in more depth in the following 
sections of the paper. The review will begin with a consideration of the traditional 
sick role with respect to whether this is a position that the individual with the 
condition can occupy. It will also consider the various losses that result from chronic 
illness and will apply these findings to the condition being studied in this paper. It 
will then conclude with an exploration of the social construction of the CFS identity.
Sick Role as a possible identity
Perhaps, most fittingly with the organic arguments for the aetiology of CFS, is the 
adoption of the ‘sick role’ (Parsons, 1951), which relies heavily on the assumed 
expertise of the medical model. Indeed another name which has been applied to the 
reported symptoms of CFS, Myalgic Encephalopathy (ME), stems from the 
biomedical name, myalgic (muscle pain) encephalomyelitis (inflammation of the 
brain and spinal cord) (Jason et al., 2001). The ‘sick role’ is a theoretical concept 
first introduced by Parsons (1951) to account for how individuals involuntarily 
depart (temporarily) from their normal roles. The sick role was seen as including: 
Temporary exemption from ordinary adult functions without punishment; lack of 
responsibility for being ill; having a desire to recover, and relinquishment of usual 
responsibility.
Entering the sick role follows a medical model of care where the physician grants the 
patient a legitimate diagnosis. However, individuals with symptoms corresponding 
to CFS experience difficulties in obtaining a diagnosis and often resort to travelling
hundreds of miles to consult with a sympathetic practitioner who is willing to learn 
from the patient (Clarke & James, 2003). This is in contrast to the underlying 
assumptions of the medical model, where practitioners deliver their expertise, in 
order to return the individual to normal health from which they have temporarily 
deviated. The assumptions that are built into this model of temporary identity do not 
facilitate the individual with CFS entering this role. CFS, as its name implies, is not 
an acute condition. Even though individuals may have a desire to get well, a 
diagnosis, as already noted, is difficult to obtain and some research -  consistent with 
the ‘yuppie flu’ stereotype -  suggests that the symptoms occur as a result of the 
individual wishing to gain respite from their stressful lives and a diagnosis of an 
illness facilitates a perceived legitimate way to do this. Thus, from this perspective, 
the individual may not be seen as possessing a desire to recover, and may be blamed 
for trying to occupy this role and subjected to a stigmatised identity. This 
stigmatised identity according to Crocker, Major and Steele (1998) may arise from 
the individual’s perceived responsibility for having the condition and thus their 
perceived ability to control their symptoms.
It was suggested by Featherstone (1998, p. 105) that “CFS/ME sufferers appear to 
strongly underline the cultural need for confirmation of illness in biomedical terms” 
and that for people to receive the support they need, labelling o f the condition was 
vital. This is a theme, which occurs throughout this literature review. It is 
hypothesised that society understands and accepts this form of ‘legitimate diagnosis’, 
without such explanation, the individual is subject to having a stigmatised identity, 
which will be explored later in the paper.
Losses that arise from illness
Charmaz (1983), taking a symbolic interactionist perspective, positing the 
fundamentally social nature of the self, addressed the social implications of illness 
that were missing from the traditional view of the ‘sick role’. She acknowledged 
that the individual, with chronic illness, does not suddenly become ill, receive 
treatment and return to normal health. Rather, chronic illness, with its unknown 
temporal frame results in losses of previously self-sustaining roles, e.g. a worker or a
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friend engaged in reciprocal relationships. Previous self-images that are no longer 
available to the individual are examined in light of the new reality that chronic illness 
imposes.
Charmaz (1983), employing grounded theory, conducted in depth interviews with 73 
chronically ill individuals, and identified continued losses o f self, as opposed to the 
temporary disruptions noted in the sick role. She proposed that the loss of these 
positive self images, without the development of new ones, results in a diminished 
self-concept. The losses of self: living a restricted life; social isolation; discrediting 
definitions of self, and becoming a burden identified by Charmaz (1983) will now be 
explored in light of the current literature relating to CFS.
Living a restricted life.
It emerged from Charmaz’s (1983) study that chronic illness results in the 
individual’s life being curbed in a pervasive manner, with the illness becoming the 
main focus of their present existence. This was evident not only in adhering to 
treatment programmes and maintaining health care appointments, but also chronic 
illness resulted in a deterioration in participation in life itself, where individuals were 
either less able or no longer able to do the things they did in the past. These findings 
are also corroborated in the CFS literature. For example, in a qualitative study 
undertaken by Schweitzer, Kelly, Foran, Terry and Whiting (1995) 70% of 
individuals with CFS reported that they were no longer able to participate in 
recreational activities such as swimming, dancing and going to the gym, due to the 
effect this would have on them afterwards, e.g. it may result in an increase in 
symptoms such as fatigue. However, it should be noted that in this study, 87% of 
individuals with CFS compensated for this loss by participating in less strenuous 
activities such as walking and reading. It is hypothesised by this paper that this 
compensation may have been due to the nature of the condition, in that CFS is 
characterised by periods of relative remission. This attempt to adapt to the 
uncertainty of the condition can be a double edged sword as fear of activity amongst 
individuals with CFS may lead to reduced activity (Silver, Haeney, Vijayadura, 
Wilks, Pattrick & Main, 2002) and may increase the likelihood of the individual
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being subjected to a stigmatised identity. That is, because the condition is not visible 
to others, and the degree of severity can fluctuate, stigmatisers may accuse the 
individual of, for example, not being able to participate in activities they were able to 
participate in before. In Schweitzer’s et al., (1995) study, one individual reported 
that she was accused of having ‘imaginitis’. This unpredictability in terms of what 
has been called ‘the course of the mark’ (Jones, Farina, Hastorf, Markus, Miller & 
Scott, 1984) where the individual is recognised by difference or a ‘mark’ that 
designates them as ‘spoiled’ and less valued by ‘normal’ people (Goffman, 1963) is 
more salient for some people at different times and can result in a stigmatised 
identity.
Social isolation
Selves exist in social networks (Charmaz, 1983) and social isolation such as lack o f 
participation in work and shared leisure activities typically fosters loss o f self. This 
is also echoed in the CFS literature as in Schweitzer’s et al., (1995) study, 
participants reported, in relation to their paid employment, either having to reduce 
the number of hours they worked and/or the quality of their work being affected in 
terms of meeting deadlines and having to give up responsibility in their jobs. In this 
study, individuals with CFS also reported that they had lost friendships as a result of 
the condition and their social activities became limited.
Discrediting definitions o f self
According to Charmaz (1983) this refers to the devaluing of the self arising from 
interactions with others. This can also be extended to the difficulties that arise from 
interaction with others relating to CFS. It was found in a study undertaken by Stein 
(2001) that individuals with CFS reported concerns of not being taken seriously by, 
for example, family members. This may lead to conflict with others who do not have 
the condition and this interaction may generate ‘discrediting definitions of se lf’ 
Schweitzer et al., (1995) noted in their study that almost half o f those interviewed 
said family members initially did not accept their condition and family relationships 
were strained with members appearing unwilling or resentful to offer support.
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Becoming a burden
Individuals with chronic illnesses according to Charmaz (1983) can become 
dependent on others and immobilised by their condition, whereby previous identities 
that consisted of external, independent pursuits are lost. Charmaz’s (1983) paper 
argues that chronic illness results in loss of productive functioning, family strain, a 
restricted existence and stigma. This combined with the lack of control over their 
lives and the uncertainty of the future, results not only in a loss of self-esteem but a 
loss of self-identity. This loss of self identity, as has been shown, is also reflected in 
the CFS literature, where individuals can no longer claim identities based on their 
life before the condition. Rather, individuals with CFS have enforced challenges of 
disappearing social roles and a life characterised by stigma, which according to 
Breakwell (1986) constitutes a threat to identity. In a later paper, Charmaz (1999) 
explored the various losses experienced by individuals with chronic illnesses in terms 
of an unfolding story which facilitated changes in the individual’s concept of ‘s e lf . 
She argued that new identities are created through stories, facilitating the recasting of 
reality, allowing for the internalisation of what it means to have the social identity of 
a chronic illness. These ideas came from research on chronic illness but, as Clarke 
and James (2003) noted, CFS is unlike common chronic illnesses such as diabetes, 
multiple sclerosis or arthritis, as it lacks an uncontested medical diagnosis. 
Accepting this proposition, this review proposes that Breakwell’s (1986) Identity 
Process Theory can be fruitfully applied to the losses identified by Charmaz (1983, 
1999), in order to provide a more specific account of how the challenges imposed by 
CFS are negotiated into the person’s identity.
Identity Process Theory
Breakwell’s (1986), theory defines the concept of identity through descriptions o f its 
structural components and dominant processes, whereby the structural component 
comprises both a content and value dimension. The content dimension has been 
defined by Breakwell (1986, p. 12) as “the defining properties of the identity, the 
characteristics which the individual concerned considers actually to describe himself 
or herself and which, taken together as a syndrome, mark him or her as a unique 
person, different in psychological profile from all others.” The value dimension was
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defined as “each element in the content dimension will have a value attached to it, 
whether positive or negative, which is attributed to it on the basis of social beliefs 
and values in interaction with previously established personal value 
codes”(Breakwell, 1986, p. 19).
Self-esteem, continuity, distinctiveness and self-efficacy are the four principles said 
by Identity Process Theory to guide the processes of assimilation-accommodation 
and evaluation, which will now be explained. Assimilation according to Breakwell 
(1986, p.23) is the “absorption of new components into the identity structure, and 
accommodation is the adjustment which occurs in the existing structure so as to find 
a place into which to fit the new elements.” The process of evaluation entails the 
allocation of meaning and value to identity content both old and new.
When the individual is presented with new identity information, these processes 
function to incorporate or resist the new information into the identity structure. This 
is a relatively uncomplicated process if the new information receives a positive 
evaluation by the individual -  for example, if s/he discovered a natural ability to play 
music. But what happens when an ill person’s present self-images are wholly 
incompatible with the individual’s criteria for possessing a valued self? The way in 
which individuals with chronic illness had known themselves in the past becomes 
increasingly remote as present experience differs from their past. What does this 
mean for the person with CFS? In order to address this question, the losses that 
result from the condition will be applied to Identity Process Theory. So far, this 
paper has shown that CFS can result in (amongst others), a decrease or loss of work, 
loss of friendships and loss of activities and leisure pursuits. These losses may be 
interpreted as the content dimensions which defined the persons identity and 
presumably were positively valued, maintained their level of self-esteem, provided 
them with a sense of continuity over time and facilitated a sense of distinctiveness 
and self-efficacy. Charmaz (1983) noted that self images are maintained by daily 
empirical validation. As the individual no longer gets daily empirical validation, e.g. 
because they are unable to go to work or meet with friends in the way that they had 
done before experiencing the symptoms of CFS, they are now faced with the value
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attached to CFS by society, which, it would appear, carries a negative connotation, 
characterised by stigma. This stigma is in conflict with assimilating and 
accommodating the enforced change in the individual’s life as they do not (and 
society does not) evaluate them positively as a person with CFS; they constitute a 
threat to identity. A threat to identity is said to occur when the processes of identity 
-  assimilation-accommodation and evaluation -  are for some reason unable to 
comply with the principles of continuity, distinctiveness, self-esteem and self- 
efficacy, which guide their operation (Breakwell, 1986).
Previously positively held values relating to work or leisure pursuits are no longer 
available to the person and their new reality of the loss of these previously self 
sustaining content dimensions, create a threat to their identity. Their lived experience 
of CFS is not positively valued by society and consequently will not be readily 
assimilated into their identity structure.
It was proposed by Goffman (1963) that individuals who are stigmatised, cope with 
this experience by using the same coping strategies adopted by non-stigmatised 
individuals when presented with threats to their self-esteem. This review will now 
explore the coping strategies incorporated into Identity Process Theory when a threat 
to identity occurs.
Coping strategies
Identity Process Theory, as well as facilitating how an individual presenting with 
CFS feels threatened, can also be fruitfully applied to the coping strategies that an 
individual may adopt. Breakwell (1986) divides her consideration of strategies for 
dealing with identity threat into three different levels: Intrapsychic strategies, relying 
on emotion and cognition; Interpersonal strategies, relying on changing 
interpersonal relationships, and Intergroup strategies, consisting of, for example, 
group support and group action. Each of these coping strategies will now be 
discussed, focusing on the identity principles that guide the processes o f 
assimilation-accommodation and evaluation and the concomitant identity 
implications of the coping strategy.
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Intrapsychic
Intrapsychic coping strategies are employed to either deflect or accept the threat 
(Breakwell, 1986).
Deflection strategies
The individual may choose to deny that they have been diagnosed with CFS. This 
could be related to the controversial nature of CFS in two ways: Firstly as already 
noted, CFS is often misdiagnosed, so the individual may lack concrete evidence that 
they have this condition. Secondly, the individual may not wish to accept they have 
CFS due to its associated stigma.
It is clear to see that the individual may choose to deny having CFS, as 
acknowledgement of the condition would be threatening to their self-esteem. It may 
be more attractive to the individual to deny CFS than to negotiate the associated 
stigma, which would negatively challenge their identity principles, which guide the 
assimilation and accommodation of the new identity. Charmaz (1999) proposes that, 
for individuals with a chronic illness, stigma is no longer the abstract category that 
was applied to others, in illness, it is a category that is applied to ‘se lf, resulting in 
the individual entering the world of the ‘other’. For the individual who denies the 
condition, their sense of continuity, need for distinctiveness, self-esteem and self- 
efficacy are still intact (albeit temporarily). This strategy has important implications 
for the individual as research has shown that denial is associated with greater 
perceived illness burden and disruptions in social relationships (Antoni, et al., 1994), 
which paradoxically can create a stigmatised identity itself. In denial, due to the fact 
that CFS is not visible to others, interpersonal relationships may suffer as the person 
may no longer be able to reciprocate as they had done in the past and may still be 
stigmatised due to relationships being characterised by the ‘disruptiveness’ 
experienced in interpersonal relationships (Jones et al., 1984).
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Acceptance strategies
The individual may choose to accept the enforced changes in their lifestyle and, in 
terms of their identity, a fundamental change may occur. The process of adjusting to 
their new identity may be particularly difficult for the individual as their pre-morbid 
identity principles of continuity, distinctiveness, self-esteem and self-efficacy were 
inextricably linked to the content and value dimensions of, for example, an 
employee, a member of an organisation or a homemaker. The jettisoning of their 
pre-morbid identity -  although this may be a sensible option due to the uncertain 
duration of the condition -  may require an empathie understanding by the 
counselling psychologist as the individual negotiates a new identity based on their 
current abilities. This will eventually take on a history of its own and may generate 
and maintain self-esteem based not solely on pre CFS activities. This was similar to 
findings by Clarke and James (2003) who found that, rather than wanting to recover 
a former self, people with CFS tend to reject the values of the former self. They 
argued that in order to find meaningful identities they resisted available discourses to 
take up an alternative discourse that the authors termed the ‘radicalised se lf . The 
new self that emerged in their interviews with 59 individuals who reported symptoms 
of CFS, was argued to have emerged as a result of losing jobs and friends, and since 
these discourses, i.e. work force and friendships were no longer available, a new 
identity was created.
Interpersonal coping strategies
Lack of participation in work alone resulted in social isolation for most of those 
interviewed in Charmaz’s (1983) study, as few had intimate relationships beyond 
those developed through work and family. Friendships were lost, as, due to the 
effects of chronic illness, the individual no longer occupied their previous social 
world that facilitated the maintenance of friendships.
The individual with CFS may choose to isolate him/herself, which may be due to the 
symptoms experienced with the condition, or the individual may be attempting to 
protect himself or herself from the social stigmatisation of CFS. Lehman, Lehman,
Hemphill, Mendel and Cooper (2002) argue that physicians may avoid diagnosis 
with what the physician perceives to be a potentially harmful label, yet these 
approaches may be perceived negatively by some patients with CFS, prompting 
feelings of isolation and shame. Depending on the theoretical orientation of the 
clinician, the use of diagnostic labels may not be so readily applied if the individual 
is seen as a unique person. Rowan (1998) has noted, acknowledging the humanistic 
approach to psychology, that diagnosing people and giving them ‘labels’, does not 
adequately reflect the nature of human beings, as this tradition views the person as 
being fluid and capable of change, which does not concur with the fixed nature of a 
diagnostic label. In keeping with Identity Process Theory, where identity structure is 
seen as “fluid, dynamic and responsive to its social context...where meaning is 
determined by social processes’’ (Breakwell 1986, p. 18) and acknowledging that, 
what may be stigmatising in one time period but not at another, and importantly for 
this paper, in one given situation but not in another within the same period; what 
does this label mean? The label of CFS has stigmatising effects in this time period 
and has negative consequences in how the individual is viewed and treated, by not 
only the wider population, but by the professionals whom they may turn to for 
assistance in dealing with the challenges that CFS presents. Breakwell (1986) 
explains how social isolation can go hand-in-hand with denial in that the individual 
will not be forced into the ‘reality’ of their life. Therefore they are protecting their 
self-esteem by not confronting the reality o f the condition. This coping strategy has 
important implications for counselling psychologists working with people with CFS 
as research has shown that seeking social support is associated with psychological 
well being (Heijmans, 1998).
In addition, there is a suggestion that wider social networks are particularly disrupted 
in CFS, thus making CFS patients more reliant on close family members 
(Cordingley, Wearden, Appleby & Fisher, 2001). Which, as already noted, is 
problematic in itself as the individual may then be perceived to be a burden.
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Passing
Due to the nature of chronic illness, according to Charmaz (1999), individuals are 
likely to identify themselves more with their ordinary roles than with the sick role. 
This may be explained by the unpredictability evident in chronic illness that can 
result in long periods of the illness followed by periods of relative remission 
(Charmaz, 1983). People with chronic illnesses often avoid acting or being ‘sick’ and 
talk of being ‘well’, which may be as a result of prevailing social and economic 
pressures. If the individual is able to continue to work or work part-time, they may 
not inform people of the illness and pass as a ‘healthy’ person, thereby maintaining a 
sense of continuity, distinctiveness, self-esteem and self efficacy and consequently 
negating the need to assimilate and accommodate CFS into their identity structure. 
This attempt at maintaining their pre-morbid identity goals has its own price in other 
ways. As Breakwell (1986) notes, a disparity is created between the subjective and 
social experience of self. This disparity can manifest itself in the person with CFS, 
when their subjective self may not be able to meet the demands of how they are 
presenting themselves socially: for example, they may not be able to consent to 
demands of working late. So in protecting themselves from the threat of the stigma 
associated with CFS, they are paradoxically exposing themselves to the potential 
stigma of not being able to maintain their past activity levels, and interpersonal 
relationships are disrupted (Jones et al., 1984).
As already noted, the degree of severity can differ widely among individuals and will 
also vary over time for the same individual (White & Schweitzer, 2000), fluctuating 
between periods of relapse and remission. Individuals experiencing remission -  if 
they have already integrated CFS into their identity -  may choose the coping strategy 
of compliance and attempt to adopt a ‘sick role’, complying with society’s 
expectations o f a person with CFS rather than explain their remission. This adoption 
of the ‘sick role’ has its own inherent problems, which have been already explored in 
this review.
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Intergroup coping strategies
At the societal level, education can reduce the associated stigma and confusion, but 
this may be rendered difficult until there is consensus amongst members of the 
medical profession. Acknowledging that “knowledge is always produced through 
interaction and communication” (Duveen, 2001), current research exploring the 
importance of a name for the condition has argued that, due to the various names that 
can be applied to CFS (e.g. myalgic encephalopathy or Florence Nightingale 
Syndrome), depending on whether the name sounded like it had an organic aetiology, 
affected the attributions regarding the aetiology of the condition. Myalgic 
Encephalopathy is more likely to be attributed to an organic cause and conversely, 
CFS is more likely to be associated with a psychosomatic complaint, even though 
both are names for the same set of reported symptoms (Jason et al., 2001).
In addition to the coping strategies already mentioned, it is important to note that 
identity has a temporal frame, “Identity development takes place in the arena of 
subjective temporality” (Breakwell, 1986, p.21). This point was elaborated by citing 
Luckmann, (1983) who explains that people employ biographical schemes which are 
the stories people tell about their lives to infuse meaning and biographical 
significance. This has particular relevance for counselling psychologists working 
with individuals with CFS, as studies have shown that individuals may have a 
tendency to idealise their premorbid lifestyle (Van Houdenhove, et al., 2000). These 
biographical schemes not only impose responsibility for past actions which may 
result in the person perceiving that they were in some way to blame for the onset of 
CFS but. they also encompass trajectories for new actions. This may involve 
outlining purposes which are compatible with those perceived to have led to the 
present condition, which in the case of a person with CFS may result in the fear of 
activity and concomitant stigma which has already been discussed in this review.
Overview and the discursive turn
So far this review has highlighted the problems with the medically based, traditional 
‘sick role’ when it is applied to conditions such as CFS. As posited by Stein (2001,
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p.57) “the medical model encourages physicians to examine patients for signs and 
symptoms, make a diagnosis and then implement diagnosis based treatment.” The 
medical model of CFS, which is nomothetic and lacks a definite aetiology, is 
undermined by the fundamental characteristic of CFS, individual subjective 
experience. Furthermore, this review proposes that the underlying assumptions of a 
positivist approach to illness are too rigid to be applied to the symptomatology of 
CFS and do not facilitate the idiosyncratic experience of what it means for the 
individual to experience the condition, in terms of the effect it has on their life, 
including the world in which they inhabit. These limitations were addressed by 
Charmaz (1983; 1999) whose qualitative research investigated the losses that 
resulted from chronic illness. Whilst acknowledging her ethnographic research 
allowed for the subjective experiences of the individual to emerge, it was noted, her 
studies were based on information gathered from individuals whose illnesses did not 
lack a legitimate diagnosis, thus it was hypothesised, did not carry the stigma 
associated with CFS. In acknowledgment of the threat to identity that this stigma 
imposes, Breakwell’s (1986) Identity Process Theory was examined in order to 
highlight the specific challenges to identity that the condition imposes and outlined 
possible coping mechanisms that the individual may employ.
What is beginning to emerge from this review is that the contentious nature of CFS, 
combined with the implications of the name of the reported symptomology, has an 
effect on how the individual is viewed by society and subjected to a stigmatised 
identity. This was reflected in Green, Romei and Natelson’s (1999) study to assess 
stigma in CFS, where it was found that 95% of the participants reported a feeling of 
estrangement. This review argues that in order to account for the reality of the effect 
of CFS, research needs to be situated (Smith, 1998) in order to incorporate the social 
context of the individual, including the ideologies and prevailing social attitudes to 
CFS. In addressing this proposition, recent studies have addressed the social 
construction of CFS.
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The discursive turn
Wetherell (1996) called for social psychology to study topics such as identity within 
their social context, where the pervasive nature of power imbalances, ideologies and 
culture would not be ignored. As noted at the outset of this review, one aim was to 
explore whether the ‘tools’ used by researchers were suitable to the study o f CFS. 
As this paper has shown, CFS is characterised by stigma, which Goffman (1963) 
noted what may be stigmatising in one situation may not be in another. The paper 
has also shown how the effect of the name applied to the reported symptomology 
affects how the individual is viewed by wider society. As a conclusion, this 
literature review turns to discourse analysis to discover how this knowledge is 
constructed.
Horton-Salway (2001) describes the discursive action model as including; Action: 
what people DO with their talk; Remembering and Attribution: this remembering is 
methodologically different from the inherent problems already noted with 
retrospective accounts, in that it is concerned with activity, e.g. how in interaction 
with others, people produce versions of, and attribute causes to, events in their lives. 
The discursive action model allows for the examination of how reality is constructed. 
This is o f particular importance to this review, and the controversy and concomitant 
implications of whether CFS is viewed to be organic or psychosomatic. It allows for 
an examination of how individuals use their language, not only to construct a version 
of reality, for example, whether their symptoms are of an organic aetiology, but in 
doing so, negate the possibility of alternative versions, i.e. their symptoms are as a 
result of a psychosomatic condition.
In her paper, Horton-Salway (2002) examines GP’s narratives for the purpose of 
highlighting how CFS identities are constructed through their narratives. Her 
analysis includes, what is termed the bio-psycho-social approach used by GP’s, to 
allow for possible psychosocial factors as well as physiological determinants of 
illness to emerge. Her study highlighted the constructive nature of medical 
explanation in defining the condition as psychosomatic for the purpose of “shifting
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the blame...for what might otherwise be considered as a medical failure” (Horton- 
Salway, 2002, p.401).
Horton-Salway (2001,a) also explored the constructive nature of CFS identity 
amongst those individuals identified as having CFS themselves. She analysed how 
individuals position themselves in such a way as to ‘talk up’ an organic basis for 
their condition, which reflects the prevailing ideology of a legitimate diagnosis and 
in doing so, ‘talk down’ and effectively negate, alternative psychosomatic 
explanations for their condition.
In light of the social construction of CFS and it’s rhetorical function in terms of 
whether the narrator is a GP or an individual with CFS, in conjunction with the 
current debate on the aetiology of the condition, future research would benefit from 
an analysis o f how competing versions of CFS are constructed and the concomitant 
effect this has on the individual.
In conclusion, this paper has shown this condition to be contentious not only in terms 
of aetiology, but also with respect to the inherent identity implications it presents. 
The paper provided an overview of the literature that exists relating to the condition 
from different theoretical perspectives. Accepting the controversy that exists, this 
paper proposes that future research would benefit from exploring how the possibly 
competing constructions of the condition (CSF/ME) impact on the individual 
presenting with the condition.
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Reflecting on the Use of Self
I choose to research chronic fatigue syndrome, CFS, with the purpose of specifically 
addressing the impact this condition has on the individual.
Originally, my interest in chronic fatigue syndrome arose from the fact that I had 
been diagnosed with this condition and experienced the concomitant symptoms for a 
number of years. I can trace my initial research interest in CFS to the period when I 
was ‘ill’ and, confused by the differing treatment options, began to investigate this 
area myself. At this time, the purpose of my investigation was to understand and 
possibly alleviate the symptoms I was experiencing.
After ‘recovering’ from this condition, I became fascinated as to why most people 
remain with symptoms of CFS and very few returns to what they consider to be their 
normal life. I did not have an opportunity to research this area with any rigour, until 
commencing my studies with the University of Surrey. Previous to this, although the 
interest was there, I was working as an Assistant Psychologist and undertaking a 
Masters programme, which as I write this, ironically resonates with the pre morbid 
‘yuppies succumbing to stress’, which I have referred to in my literature review. 
Related to this, is an interesting finding that emerged in feedback from my 
supervisor, on my initial draft. When I was referring to the content dimension of 
Breakwell’s (1986) identity structure, I was habitually referring to the person with 
CFS as being a professional, who was well integrated and indeed, an active member 
of their community. Thanks to my supervisor’s enquiring eye, I realised that not 
only was I invoking the stereotypical image of the individual with CFS, but it was 
characteristic of my own experience, in that I already had a third level education and 
was an active member of my local community, participating regularly in dancing 
events. Once I became aware of the impact this was having on my research, not only 
did I become more insightful regarding stereotyping, but also of the effect that my 
own experiences can impact and bias my chosen area of research.
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Although, saying that, I am also aware that I more distanced from the impact of the 
research than before. To elaborate this, I had read Horton-Salway’s (2001) 
discursive account to the identity of M.E. in 2001, and possibly due to my lack of 
understanding (and yet to have developed appreciation of social constructionism), I 
found her analysis of discourse to be irritating! Whereas now, I am hoping to 
consider the social construction of CFS in my Year 2 research, with a view to 
highlighting how different versions of the condition affect the individual.
I choose to incorporate Breakwell’s (1986) Identity Process Theory, as I believed 
that it facilitated the negotiation of the associated stigma of CFS into the person’s 
identity structure. At the outset, it was Identity Process Theory that I wanted to use as 
a theoretical base for my Year 2 research. But, as my review of the literature 
progressed, so did my understanding of the impact the differing constructions of the 
condition, has on the individual. Throughout my own experience of this condition, I 
was concerned about self-help societies, the wealth of competing and confusing 
information available from sources such as the World Wide Web and believed that 
these had a disabling affect on the individual. This combined with a slightly better 
grasp of social constructionism obtained during the process of conducting this review 
has reframed my psychological research interests relating to this area.
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Mvalgic Encephalomyelitis / Chronic Fatigue Syndrome.
Are they one and the same condition?
A Foucauldian Discourse Analysis
Abstract
This article takes a Foucauldian Discourse Analytical approach to the analysis of 
Myalgic Encephalomyelitis/Chronic Fatigue Syndrome. It provides an historical 
account of the condition where it can be seen that the individual diagnosed with the 
condition in one time period is not the same individual diagnosed with the condition 
in another time period. Historically situating knowledge relating to the condition 
allows the reader to critically evaluate the sometimes covert power relations that 
exist in relation to the condition. The analysis concentrates on the current dominant 
constructive formation of the condition - myalgic encephalomyelitis - and locates this 
within the wider medical discourse in which this version of the condition is 
embedded. It also deconstructs an alternative version of the condition -  chronic 
fatigue syndrome. In doing so the analysis suggests that the discursive formation of 
myalgic encephalomyelitis is being supplanted by a new construction of the 
condition - chronic fatigue syndrome - as new knowledge relating to the condition 
becomes available.
Author keywords: Chronic fatigue syndrome; Myalgic encephalomyelitis; Self-help; 
Social constructionism; Discourse analysis.
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Introduction
The term chronic fatigue syndrome (CFS) was originally defined in 1988 in the 
Annals o f Internal Medicine (Holmes, Kaplan, Komarkoff, Schonberger, Straus, 
Jones et al., 1988). Although it is proposed that it existed as a condition in the late 
1800s under the guise of neurasthenia, which was “one of the most frequently 
diagnosed illnesses in the late 1800s” (Leonard, Richman, Friedberg, Wagner, Taylor 
& Jordan, 1997, p.973). Neurasthenia was surrounded by controversy regarding 
whether it was a disease of the body or the mind, and it was noted by Wessely (1990) 
that medical practitioners held those individuals associated with the condition in low 
esteem. The condition has also been constructed as ‘yuppie flu’ in the 1980s where 
it was proposed that high ‘action-proneness’ and an associated ‘overactive’ lifestyle 
may be a contributing factor in the condition (Van Houdenhove, Neerinchx, 
Onghena, Lysens & Vertommen, 2000). This led to the assumption by some 
physicians that the so-called yuppies, young and successful professionals, had finally 
succumbed to stress (Ax, Gregg & Jones, 2001). The label, CFS, was chosen to 
reflect a defining characteristic of the condition -  debilitating, prolonged fatigue - 
and it was expected that the term would be changed when more information relating 
to the condition became available (Jason, Taylor & Stepanek, 2001). The term 
myalgic encephalopathy (ME) was derived from the biomedically-based name, 
myalgic (muscle pain) and encephalomyelitis (acute inflammation of the brain and 
spinal cord) (Jason et al., 2001). Both labels are used to describe the same 
symptomology and appear to be used interchangeably.
This paper takes a social constructionist perspective to the condition and is 
concerned with the genealogy of the condition. It utilises a Foucauldian Discourse 
Analytical approach to trace the development of present ways of understanding the 
condition in terms of the available current discourse to show how current ‘truths’ 
have come to be constituted, how they are maintained and what power relations are 
carried by them (Foucault, 2003). This acknowledgment of genealogy argues that 
what it meant to be diagnosed with neurasthenia in the late 1800s is different from 
what it meant to be labelled with ‘yuppie flu’ in the 1980s and is different again to
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what it means to be diagnosed with ME or CFS in the year 2004. Foucault’s (1967) 
work on the ‘madman’ captures this proposition succinctly when he spoke of the 
discursive formation of the ‘madman’, i.e.
mental illness was constituted by all that was said in all the statements that 
named it, divided it up, described it, explained it, traced its developments, 
indicated its various correlations, judged it, and possibly gave it speech, in its 
name, discourses that were to be taken as its own. Moreover, this group of 
statements is far from referring to a single object, formed once and for all ... 
we are not dealing with the same madman (Foucault, 2003,p.35).
This paper argues that we are not dealing with the same condition.
The social constructionist approach (Burr, 2001) stands opposed to traditional 
science; it does not assume that knowledge gathered in one time period is an accurate 
reflection of the world. Rather than trying to locate the condition either 
psychologically or organically, as was the focus for previous research on the 
condition (Clarke & James, 2003), or trying to establish attributions held about the 
condition (Jason et al., 2001), a social constructionist approach shows how through 
their language individuals not only construct a version of reality (for example, 
whether their symptoms are of an organic aetiology) but, in doing so, negate the 
possibility of alternative versions (i.e. their symptoms are as a result o f a 
psychosomatic condition) (Horton-Salway 2001). Horton-Salway (2001) explored 
how identity was constructed through language. She analysed how individuals 
position themselves in such a way as to ‘talk up’ an organic basis for their condition, 
which reflects the prevailing ideology of a legitimate diagnosis. In doing so, they 
‘talk down’ and effectively negate, alternative psychosomatic explanations for their 
condition. This discursive approach was also utilised by Tucker (2004) who 
proposed that individuals position themselves as legitimately ill in order to ward off 
the stigma and threat to identity that may occur as a result of having a 
psychologically based illness.
It is the aims of this paper to add to the understanding of the condition by exploring 
differing constructions of the condition that currently exist. It was decided to use
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self-help literature as data for analysis, as it was hypothesised that this resource may 
be used by individuals who report to have the condition as a way of seeking help and 
information without being subjected to the stigma and disbelief that has been 
documented in the literature elsewhere (Green, Romei & Natelson 1999). This 
stigmatised identity according to Crocker, Major and Steele (1998) may arise from 
the individual’s perceived responsibility for having the condition and thus their 
perceived ability to control their symptoms.
Having a critical understanding of the current knowledge relating to the condition 
and inherent power at play may help the psychologist in understanding their client’s 
frustration when dealing with medical professionals or encountering the disbelief that 
exists in society, accusations of malingering or living with the stigma of the 
condition.
This paper explores
Constructions of CFS/ME from self help literature, support groups and the 
World Wide Web,
Differing constructions according to the name given to the condition, CFS or 
ME,
How differing constructions of the condition and the concomitant ideology 
create knowledge relating to, for example, the cause of CFS/ME, 
management of symptoms and possible recovery.
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Method
Before detailing the methodology, it is worth briefly explaining what discourse 
analysis actually is, in order for the unfamiliar reader, who may not yet appreciate 
the relevance of this type of approach, to become conversant with the methodology.
Discourse analysis is concerned with text. “Exploration of the discourses in 
contention in a text provides a way of relating the local to the global” (Boyes, 2004, 
p. 110). For example, an individual who relies heavily on the input of a GP, to no 
avail, for the treatment of their condition, may have taken up the subject position of 
‘the patient’. This localised view of the ‘patient’ can be mapped onto the more 
global medical discourse, from which this subject position may have been taken up. 
Having an understanding of the assumptions pertaining to, and implications of, the 
wider medical discourse, such as expert care and scientifically based knowledge 
begins to give the reader a critical understanding of the effect this has on the 
individual -  ‘the patient’. It is only through the close examination of discourse that 
the sometimes hidden interplay of the global and local discourse becomes apparent.
Discourses are systematically-organised sets of statements which give 
expression to the meanings and values of an institution. (..) Discourses do not 
exist in isolation but within a larger system of sometimes opposing, 
contradictory, contending, or merely different discourses. Given that each 
discourse tends towards colonisation of larger areas, there are dynamic 
relations between these which ensure continuous shifts and movement, 
progression or withdrawal in certain areas (Kress, 1985, p.7).
It follows from this, that within the example o f medical discourse, there are implicit 
dynamics that affect the individual positioned as a ‘patient’ (Davies & Harré, 1990; 
Harré & Van Langenhove, 1999), that only become apparent through a discursive 
methodology.
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There are three main approaches to discourse analysis (two of which will be outlined 
below, Discursive Psychology (Edwards & Potter, 1992; Edwards, 1997; Potter, 
1996), as this approach was utilised by Horton-Salway (2001) cited in the 
introduction, and Foucauldian Discourse Analysis as this approach will be utilised in 
this current study). The three main approaches are Discursive Psychology, 
Foucauldian Discourse Analysis and Critical Discourse Analysis.
Discursive psychology (Edwards & Potter, 1992; Edwards, 1997; Potter, 1996) is 
useful when the researcher seeks to explore “how participants use language in order 
to negotiate and manage social interaction so as to achieve interpersonal objectives” 
(Willig, 2001, p. 91). For example, this approach was fruitfully applied by Tucker 
(2004), [cited in the introduction], who proposed that individuals are positioned 
(Davies & Harré, 1990; Harré & Van Langenhove, 1999) as legitimately ill in order 
to ward off the stigma and threat to identity that may occur as a result of having a 
psychologically based illness. This, according to Willig (2001), is disclaiming an 
undesirable identity. Discursive psychology also can expose the subject’s 
justification for their action, as was seen in Horton-Salway’s (2001) study [also cited 
in the introduction], where the individuals were positioned (Davies & Harré, 1990; 
Harré & Van Langenhove, 1999) in such a way as to ‘talk up’ an organic basis for 
their condition and in doing so, negate the alternative psychosomatic discourse.
“Foucauldian discourse analysis seeks to describe and critique the discursive worlds 
people inhabit and to explore their implications for subjectivity and experience” 
(Willig, 2001, p.91). It was decided that this approach could be fruitfully applied to 
meet my research aims and expose the discursive worlds and the inherent interplay of 
power and ideology that individuals who claim to have CFS, inhabit.
Procedure 
Data Collection
Written word data were collected from recognised CFS/ME self-help/support groups 
and self-help literature available from established World Wide Web sites, (see
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appendix I) concentrating mostly on the data available on the World Wide Web, as it 
was hypothesised that individuals with the condition turn to this source possibly for a 
variety of reasons. For example, it may be related to the stigma associated with the 
condition (Schweitzer, Kelly, Foran, Terry & Whiting, 1995) or possibly because of 
the lack of consensus amongst the medical profession in treating the condition 
(Clarke & James, 2003). Data was collected from all the registered British 
Charitable organisations (see appendix 1). All the data collected from World Wide 
Web sites was also available in written text documents from the organisations. Data 
chosen for analysis included text pertaining to possible causes of the condition, 
symptoms and possible treatment offered. At least one text from each organisation 
formed part of the analysis. Examples of data chosen for analysis are included in 
appendix II. It is noted that there exist a wealth of information relating to the 
condition on the World Wide Web and due to the time limitations of this piece of 
research it was decided to analyse data only from registered British charities in order 
to produce a manageable data set within the given time frame.
Inclusion Criteria
The sample was drawn from literature available from British sources over the 12- 
month period October 2002-October 2003. This period was chosen to reflect current 
information available as well as incorporating more salient historical data. The 
sample included data pertaining to medical discourse and alternative therapy 
discourse for the purpose of exploring how language was used and for what purpose, 
and how it constructed the condition.
Exclusion Criteria
Literature published in academic journals was not analysed as it was hypothesised 
that this information would not be readily available to or understood by the general 
public, although it is accepted that some information gleaned from professional 
research may be incorporated into self help literature.
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Analytic Process 
Foucauldian Discourse Analysis
The objects were then analysed using the procedural guidelines for analysis outlined 
below (Willig, 2001).
Stage 1 : Discursive constructions.
All instances of the discursive objects were highlighted making note of the different 
ways that the discursive objects were referred to in the text.
Stage 2: Discourses
Differences between the constructions o f the condition were noted and each 
construction was located within the wider discourses. For example, the construction 
of the condition when given the name ME as opposed to CFS was located within the 
wider medical discourse (an explanation of how this was achieved will be transparent 
in the analysis that follows).
Stage 3: Action orientation.
This section sought to examine the function of employing the constructive objects in 
a specific way. For example, what is gained from constructing ME as a medical 
condition? How does this construction relate to the construction of the condition 
when it is referred to as CFS? As Kress (1985, p. 12) noted, “all texts contain 
discourses in contention. Texts arise out of difference and are the sites of attempts to 
resolve particular problems.”
Stage 4: Positionings
“Discourses construct subjects as well as objects and, as a result make available 
positions within networks of meaning that speakers can take up” (Willig, 2001, p. 
110). This stage of the analysis sought to reveal for example, how the medical 
construction of ME may position the individual as a patient, and texts were examined 
for the implications of this subject position.
Stage 5: Practice
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Having identified the differing constructions of the condition and the concomitant 
subject positions afforded by the constructions, this stage of the analysis sought to 
highlight the implications this has for the individual. In other words, the text was 
examined to uncover the relationship between the construction of the condition and 
in what way this particular construction opened up or closed down opportunities for 
the individual. For example, what opportunities are afforded or denied the subject 
position of the patient being taken up from the wider medical discourse?
Stage 6: Subjectivity
Drawing on the example used above, the construction of ME was identified in the 
text as being located within the wider medical discourse. The analysis revealed the 
subject position afforded by the position, i.e. the patient. In this final stage of the 
analysis, the relationship between the medical discourse and the experience of the 
individual who has taken up the subject position is explored. How does being 
positioned as a patient affect the individual’s way of operating in the world -  their 
ways-of-being, ways-of-seeing are affected by the political implications of 
médicalisation?
Evaluation Criteria
The study was subjected to the following evaluative criteria (Yardley, 2000).
Sensitivity to context, which requires that the researcher has an understanding of 
relevant theories, methodologies and literature relating to the current investigation.
In order to meet this requirement the researcher oriented herself with other studies 
using similar methodology and updated herself on pertinent literature.
Commitment, Rigour, Transparency and Coherence, which refers to the 
thoroughness of the data collection and commitment of the researcher to provide a 
thorough analysis of the data. It should be presented it a manner that is transparent in 
terms of, for example methodology and procedure. Data were collected from all the 
main British charitable ME/CFS organisations and were subject to an in-depth
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analysis using methodology that would capture the research aims. The method of 
analysis was presented in a step-by-step format to ensure that the analytic process 
was transparent. A brief synopsis of the broader theoretical considerations was 
included for the benefit of readers who may be unfamiliar with discursive methods.
Impact and importance are criteria to assess the ‘usefulness’ of the research in terms 
of the analytical objectives. It was the aim of this paper to add to current literature on 
the condition by attempting to map current literature onto the wider social discourse. 
In doing so, it was hoped that the interplay of the local and global discourse would 
become explicit.
The proposals for evaluating qualitative research will be applied throughout the 
investigative process (see Yardley (2000) for a fuller account of evaluating 
qualitative research).
Analysis
Discourse is about the production of knowledge through language (Smith, 1998) and 
throughout the analysis I will be looking at how knowledge relating to the condition 
is being constructed through language. The analysis will explore how this is 
achieved by focusing on the discursive formation (Foucault, 2003), where a certain 
style of language is being reproduced through a range of texts. The analysis will 
begin by exploring how ME is constructed, focusing on data obtained from ‘Action 
for ME.’ The text concentrates on the condition as being one that has predisposing 
factors, triggers and one which is diagnosable. This is achieved by embedding the 
text in the wider medical discourse. This data will form the main focus of analysis 
but other texts will be referred to in order to highlight how the condition is 
constructed in a similar vein across a range of texts in order to produce the discursive 
formation.
The analysis will also look at one other construction of the condition focusing on 
data obtained from Kings College London, as a possible beginning of a new 
alternative discourse to the dominant construction of ME. It is noted that only one
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piece of text from the data selected for analysis referred to the condition solely as 
CFS. Therefore any construction of the condition may be specific to the text. It was 
considered an important aspect of the analysis, as being diagnosed with the condition 
in one time period may be completely different from what it means to have the 
condition in another historical moment, when new ways of talking about the 
condition and new knowledge are available.
Construction of ME
The following extract was taken from a booklet published by Action for ME, ‘for 
people who have been diagnosed with ME’. I shall focus on how the condition is 
being constructed and for what purpose.
Extract 1
W hat causes ME?
The cause of ME is not yet fully understood. Abnormalities have been found 
in the immune system and nervous system, including the functioning of the 
hypothalamus (a part of the brain that regulates basic functions like appetite, 
sleep and temperature control). More research is need to understand the exact 
role of disruptions in these and other systems.
At the moment, some evidence exists on the factors that may make people 
more prone to developing ME (predisposing factors) and good evidence of 
factors that can trigger and maintain the illness.
Predisposing factors
Gender ME is more common in women than in men
(Action for ME)
The first stage of the analysis is to focus on the discursive object -  ME. The 
extract’s heading of ‘What causes ME?’ is a good starting point to try to uncover 
how ME is being constructed. From the extract’s heading, ME is being constructed 
as a condition that has a cause, although the first line states that the cause is ‘not yet
110
fully understood.’ This statement may reflect the lack of consensus and controversy 
in the wider medical discourse surrounding the aetiology of the condition. Stating 
that the cause of ME is ‘not yet fully understood’ suggests that some aspects of the 
cause are understood. This can be seen in the next sentence, which declares, 
‘Abnormalities have been found in the immune system and nervous system, 
including the functioning of the hypothalamus.’ This is also cited in other texts, 
helping to produce the discursive formation, in that it is supplying a certain way of 
talking about the condition e.g.
Extract 2
‘Disruption in immune responses in ME/CFS may also allow the reactivation 
of common latent viruses such as Epstein-Barr and HHV6, as well as 
preventing the effective clearance of endemic viruses (e.g. enteroviruses).’
(The ME Association)
Extract 3
‘Disturbances in hypothalamic function in ME/CFS are supported by several 
studies.’
(The ME Association)
Extract 4
‘...is primarily a brain disorder which typically occurs in a vulnerable 
individual, often at a time of stress, as a consequence o f a viral or recurrent 
viral infection’
(The National ME Centre)
This 3-part list (Jefferson, 1990) (although normally a rhetorical tool referred to in 
discursive psychology) in the main text ‘immune system... nervous 
system... hypothalamus’ creates a generalised sense of physiological dysfunction in 
these areas, although it does not actually state that these abnormalities are as a direct
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result of the condition. It is one of the aims of a discursive methodology to uncover 
conflicts within a text, which orient the reader towards the wider culture of the 
discourse, in this case, a medical discourse (due to the use of medical terms such as 
‘immune system’ and ‘hypothalamus’). It is only then that the wider discourse, 
which may have been implicit, becomes explicit, and the reader can be alerted to the 
mutually constructive nature of the global and local discourse or, put more simply, 
the interplay between the debates that exist in the medical community regarding the 
condition and the effect this has at the local level -  this piece of text.
To return to the extract, on one hand ME is constructed as a condition, the cause of 
which is not ‘fully understood’ and on the other hand as a condition involving 
‘abnormalities in the immune system and nervous system.’ This resonates with 
Kress’ (1985, p. 12) statement, that texts are “sites of attempts to resolve particular 
problems.” The problem here being that an accurate aetiology, which is accepted by 
the medical community, has not been found, but the contradictions in the discourse 
are almost eliminated by being embedded in the wider medical discourse. This can 
be seen in the second paragraph of the extract, where standard scientific medical 
discourse is being employed by using the words, ‘evidence’, ‘predisposing factors’ 
and ‘triggers.’ Closer examination of the text however, reveals that the evidence and 
predisposing factors that can trigger the condition are tentative statements. The 
reader is alerted to the caution, by the use of 'some evidence’, 'good evidence’ and 
‘factors that can trigger.’
ME is also constructed as a condition that has ‘predisposing factors’ -  ‘more 
common in women than in men.’ But again, as this draws on medical discourse 
whose underlying epistemology is scientific, based on universal ‘truths’ and ‘fact’, it 
does not allow for consideration of social issues that may be at play, such as gender 
issues. This was detailed in a study undertaken by File (2004) whose discursive 
methodology exposed that most studies did not question whether the proposition that 
ME is ‘more common in women that men’, was as a result of the inherent gender 
division, i.e. women may be working twice as hard, in their employment and also in 
their home.
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By constructing the condition using discursive resources derived from a medical 
discourse, it would follow that the condition is one that can be diagnosed - “the 
medical model encourages physicians to examine patients for signs and symptoms, 
make a diagnosis and then implement diagnosis based treatment” (Stein, 2001, 
p.57). This can be seen in the following extract, taken from the same booklet.
Extract 5
How is ME diagnosed?
There is currently no single medical or laboratory test to diagnose ME. This 
is also true for many other illnesses that do not have a known or single cause. 
Doctors are used to identifying such illnesses by recognising a pattern of 
symptoms together with features on examination and often through laboratory 
or other tests. In the case of ME, they will do the same, looking for those 
features that characterise the illness, especially in the description of your 
symptoms, how they appeared and how they behave. They will diagnose ME 
(or CFS) based on the characteristic pattern, and when they are satisfied that 
they have also ruled out other possible conditions, some of which can be 
excluded by particular tests.
(Action for ME)
In the first sentence the use of the word ‘diagnosed’ is suggestive that the condition 
is diagnosable, but then states that there is ‘no single or laboratory test to diagnose 
it.’ The use of medical language, by attempting to create equivalence with ‘other 
illnesses that do not have a known or single cause’ is a possible attempt to ward off 
the controversy that exists in relation to diagnosis. The authoritative voice afforded 
by the medical discursive resources serves to conceal this controversy, and concludes 
the paragraph by stating that ‘They will diagnose ME (or CFS) based on the 
characteristic patterns.’
So far the analysis has shown ME to be constructed as a condition in which some of 
the causes are understood, is characterised by predisposing factors and can be
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diagnosed. This is all located within the wider medical discourse. I will now focus 
on the subject positions that are offered by this construction, beginning with the 
position of the speaker. The construction of ME using medical discursive resources 
positions the speaker as an authority, an expert, as medical knowledge is based on 
‘fact.’ By default, this positions the reader as the patient, and in a less powerful 
position. From a positivist methodology, these ‘statements’ would be readily 
accepted as ‘common sense’, although as discursive methodology argues, some 
discourses are so embedded in the wider discourse that they have become ‘common 
sense.’ It is only after a detailed Foucauldian analysis that positions of power and 
authority are questioned. Power is always at work in discourse.
No text exists in isolation and in order to understand more, regarding the 
construction of ME, the paper will now turn to the construction of CFS. Even though 
both are names for the same set of reported symptoms, they may both construct 
different versions of the condition. It has been shown that the construction of ME is 
located within the wider medical discourse, but what alternative constructions are 
available for the reader to critically evaluate? The analysis will now turn to the 
second part of the research aims and look at the construction of the condition when 
the reported symptoms fall under the umbrella o f CFS.
Construction of CFS
As noted in the opening section of the analysis, any construction of CFS uncovered 
in the following analysis may be unique to the text, but is worthy of analysis in terms 
of highlighting possible alternative discursive formations to that of ME. The 
construction of CFS is embedded in a different global discourse to that of ME, 
achieving a different construction of the condition. Whereas the construction of ME 
relied heavily on medical discourse to achieve a specific function, the construction of 
CFS concentrates on how the symptom of fatigue is a normal response to everyday 
events that can get out of hand. In order to orient the reader to how everyday fatigue 
becomes chronic, an economic discourse is employed. It utilises a metaphorical 
relationship between normal human energy levels and technical energy levels. The 
economic model is used to explain to the reader the physiological aspects of fatigue
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by relating energy to the depletion of resources in an economic model. Embedding 
the data in the wider economic discourse allows the reader to think about their own 
fatigue in terms of ‘resources’ that can be replenished. This serves to suggest that 
like the economic model, equilibrium can be restored and fatigue can therefore be 
controlled or managed.
The document entitled ‘a holistic approach to CFS’ originated in Kings College 
London, as part of ‘chronic fatigue and chronic fatigue syndrome, a practical self 
help guide.’ The analysis will begin by looking at the opening section of the 
document.
Extract 6
Before attempting to present a model of CFS, let us look at some of the 
factors that a variety of research has shown can play a part in this condition. 
We will look at this in three sections. Factors that tend to keep CFS going, 
factors that start it off and factors that make you more likely to get it in the 
first place.
(Kings College London)
The discursive object -  CFS is being constructed in terms of a ‘model’ that will 
detail predisposing factors, maintaining factors and triggers in the form of, ‘Factors 
that tend to keep CFS going, factors that start it off and factors that make you more 
likely to get it in the first place.’ Initially, this may resonate with an underlying 
medical discourse, but as will become clear as the analysis progresses, this is setting 
up a metaphorical relationship between normal energy levels and economic factors -  
related to a resource. For example, a resource may exist in a finite quantity, which 
predisposes it to become depleted when over utilised in a similar way to human 
energy levels becoming exhausted due to overwork. Also the style of language and 
use of the phrases, ‘We will look at this’, does not fit with a standard scientific 
discourse as it is aligning the power of the author and the reader. Medical discourse, 
in assuming an expert status has a clear power differential. It is interesting to note
the use of ‘we’ and ‘you’, which is a prominent feature of the paper and serves to 
draw the reader into the text with the author. In doing so, the positions of the speaker 
and reader are aligned with the word ‘we’ and then, almost going unnoticed, there is 
a shift in power as the speaker introduces a model of factors that make ‘you’, the 
reader, ‘more likely to get it in the first place.’ It should be noted at this point, that 
there also exists a covert power relationship -  in that the writer of the analysis is 
inevitably orienting the reader towards certain texts (which will become transparent 
in the reflective section of the discussion).
Extract 7
... Consider short-term stress. The principle purpose of the stress response is 
to allow us to cope with situations requiring rapid response. A fire alarm 
goes off, a child has an accident, a chip pan goes on fire -  what happens to 
our bodies?
First of all our sympathetic nervous system switches on. Our pulse and blood 
pressure go up, our breathing rate increases. This mobilizes energy. Our 
pupils dilate to let in more light, other parts of the body -  our digestive 
system, our hands and feet, -  get resources diverted away from them (thus 
cold feet and butterflies).
(Kings College London)
It is in this extract that the global economic discourse in which the text is embedded 
becomes clearer. The model is being built, in that energy is a resource that can be 
mobilized, ‘mobilizes energy.’ There are several things going on between the reader 
and the text in this extract. Firstly, it is interesting to note the reference made to 
‘stress’ as ‘allowing us to cope with situations.’ Immediately the reader is afforded 
the opportunity to view stress as a necessary coping mechanism, which not only 
draws the reader into the text but also may ward off alternative discourses that may 
result in the individual feeling stigmatised. (It has been noted in the introduction
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that the construction of ‘yuppie flu’ may have resulted in the individual feeling 
stigmatised and being blamed for having the condition).
The reader, in identifying with the text, can relate their experience to the workings o f 
a metaphorical machine, which gets ‘switched on’ when required to mobilize energy 
when needed in ‘other parts of the body’. Metaphorically speaking, if energy is a 
resource, then it follows that, if it has been ‘diverted away’, it may deplete resources 
elsewhere. Embedding the text in an economic discourse allows readers to think 
about how their own levels of activity can result in floundering energy levels, in a 
similar manner to how economic resources become depleted. The internal workings 
of the body in the second paragraph resonate with the working of a machine, system 
or business: ‘sympathetic nervous system switches on’ to allow energy to be 
mobilized.
The paper offers a model of CFS, and in accordance with the economic discourse, 
utilises graphs (appendix III) to explain the model, which are similar to supply and 
demand graphs used in economics.
Extract 8
... at the beginning of the graph, the individual is busy, but not too busy. The 
general flavour of that business could contain numerous factors -  busy work, 
social life, exercise and sport, childcare commitments, being generally driven. 
As time goes on however, the individual is beginning to reach their 
limit...(...). the longer one tries to function over or near one’s limit, the more 
the limit will reduce.
An individual may carry on like this for some time, perhaps feeling 
increasingly tired or perhaps thriving on the pace. At point A in the graph 
comes the straw that breaks the camel’s back. Most clients we see report 
some critical incident, usually a viral infection, sometimes an operation or 
other life event at which point they clearly feel themselves to be fatigued and 
ceasing to cope. (Kings College London)
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The cause of the condition is being mapped onto the wider economic discourse and it 
is through this mutually constructive interplay that the construction of the cause of 
CFS is produced. At the beginning ‘the individual is busy, but not too busy’, 
mapping this onto the wider discourse; the energy resource is stable, as demand is 
not exceeding supply. Energy is not a sustainable resource and may become 
depleted if the demands placed on the resource such as ‘busy work, social life, 
exercise and sport, childcare commitments, being generally driven’ exceed the 
availability. Unexpected incidents in the economic environment can adversely affect 
the availability of a resource in much the same way as a ‘critical incident, usually a 
viral infection, sometimes an operation’ affects and depletes the equilibrium of the 
supply and demand of the resource of energy. The implications of human energy 
levels being presented in this manner, i.e. an economic resource, allow the reader to 
think about the relationship between their available levels o f energy and the demands 
placed on this resource by their life. It suggests energy levels can be restored, similar 
to economic resources, given the right environment. Lack of health is therefore 
being constructed metaphorically as a breakdown in supply and demand, which can 
be recovered if the individual turns off their high levels of activity and replaces this 
with more activities that will restore energy levels.
The mapping of the physiology of fatigue and construction of CFS is most evident in 
the extract below.
Extract 9
Let us look in a bit more detail at the physiology of boom and bust. When 
you do too much -  that is when you exceed your current physical limits, 
given your current health and fitness, you cause the individual muscle fibres 
to behave abnormally. These are called eccentric contractions. Instead of a 
smooth co-ordinated contraction, the individual fibres pull against each other, 
causing microscopic areas of damage. Over the next 24-48 hours this damage 
repairs, but causes delayed pain. Hence the ‘boom’ is not a good idea. 
Furthermore, because the excess activity leaves you exhausted, and in need of
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rest, during the following period exactly the opposite happens. The muscles 
get weaker, and even more vulnerable to the next period of activity.
(Kings College London)
In the phrase ‘physiology of boom and busf, there is a direct mapping of the local 
discourse of the physiology of the condition onto the global economic discourse, in 
which the text is embedded. It serves to relate an increase in activity levels that 
require a resource that can be exhausted, i.e. energy levels, to a critical position -  
boom and bust. It is interesting to note that it is in this extract, which draws most 
heavily on the global discourse, there is also a narrative shift in the speaking 
position. There are notably fewer references to ‘we’ and ‘our’ to draw the reader 
into the text with the author. The text now contains technical terms such as ‘eccentric 
contractions’, which has an effect on the power differential between the positions of 
the speaker and the reader.
Embedding the condition in an economic discourse constructed fatigue as an 
inevitable consequence to overuse, without replenishment, contributing to the 
condition becoming chronic. Constructing the condition as one in which energy 
levels can be restored, positions the subject in a more proactive position than that of 
ME. Constructing fatigue in this way suggests that the individual can replenish 
depleted energy level by lifestyle changes, which will be highlighted in the next 
section.
Construction of the subject.
In this final part of the analysis, the reader will be oriented to the texts de-constructed 
so far in terms of how they exert their influence on the reader. Specifically, 
Foucauldian discourse analysis argues that subjects are produced by discourse and 
operate within it or, put more simply, the medical discourse produces a patient and 
certain treatment options are available with this medical discursive formation. The 
reader will be oriented to how the subjects are produced by the discourse in terms o f 
personifying the available discourse, i.e. they possess the attributes typical of the 
construction of the condition within the particular historical context. This is most
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clearly evident in the personalised accounts of the condition where the individual 
makes sense of their condition by fitting their experience into the available 
knowledge. Particular attention is paid to how the subjects can interact with the 
discourse, opening “up a space where readers work on themselves...taking up a 
position in such a space through the act of reading and following the regimen, the 
person is led to put the important elements of their life into place in a way which is 
potentially very different to the prior configuration” (Willig, 2001, p23).
Extract 10
‘As a teenager, I suffered from constant colds, which floored me for weeks at 
a time. When I started university, a number of allergies became apparent. I 
was constantly nauseated, which later developed into irritable bowel 
syndrome. I remember a friend being very concerned at how exhausted I’d 
become if I walked quickly. Then followed a very nasty throat infection. 
Several months later, working as a nursing student, I was given my Hepatitis 
B vaccination, and I subsequently developed symptoms that suggested a 
virus. I became exhausted, and had to leave my course due to excruciating 
back and hip pain. I got progressively worse, with disturbed sleep and aching 
muscles, and after six months required a wheelchair to get around. It can take 
some time to chart the backward path that led to illness, and for me there 
were several triggers.
(Blue Ribbon Awareness for ME)
This personalised account resonates with the language available from the dominant 
global medical discourse. It serves to expose how the prevailing discourse and 
predominant ideologies open up and close down what can be said. To recap, the 
medicalised discourse constructed the condition as having predisposing factors, 
which are referred to here: ‘As a teenager, I suffered from constant colds’. Having a 
‘throat infection’ and ‘Hepatitis B vaccination’ can serve as corroborating evidence
120
for the predisposing factors outlined within the medical discourse, when this is 
mapped onto the construction of ME as having a trigger.
The discourse provides a language for the subject to make sense of their experience 
by organising their experience in such a way to give meaning. In taking up this 
position the individual is subjected to the power and regulation that accompanies this 
discourse which can be seen in the following treatment option.
The following extract came from a paper ‘ME/CFS/PVFS an exploration of the key 
clinical issues, written by a medical doctor, medical advisor of The ME Association.
Extract 11
Pharmacological treatments
A variety of drug treatments have been advocated for people with ME/CFS, 
but few have been subjected to well organised, randomised controlled trails 
(RCT’s). At present, there is no single drug treatment that has been found to 
be generally effective in the majority of patients. However, there are a 
number of drugs, which have been shown to be helpful in relieving symptoms 
such as myalgia and sleep disturbance.
(The ME Association)
Pharmacological treatments are firmly embedded within the standardised scientific 
medical discourse and as such, are those taken up by those individuals positioned as 
the patient. In a similar vein to the wider medical discourse relating to the condition 
discussed thus far, in addition to there being no single cause, there is no single ‘drug 
treatment’.
Embedding the condition in the wider medical discourse across a range of texts 
produced the discursive formation. The language available within this formation not 
only produced the subject and the way they understand their condition, but may also 
have closed down alternative discourses which will now be considered.
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Extract 12
‘After two and a half years off work -  including a year virtually housebound 
- 1 was able to go back part-time. A year later I was back ftill-time, firing on 
perhaps three out of four cylinders but able to do what I had to do. Since then 
I’ve had two major relapses as a result o f pushing myself too hard but 
recovered within nine months each time, essentially because I now know that 
stopping everything and a lot of rest does the trick. Boring, but for me it 
works. I still get bad patches but fortunately there’s no significant downturn 
in energy. Some of the 14 symptoms I had at my worst point recur from time 
to time in a milder form, but nothing that prevents me doing anything I want 
to do. So these days I remain effectively recovered.’ (Action for ME)
This text resonates with the alternative discourse of CFS. The author is utilising a 
metaphorical relationship between their symptoms and a machine, ‘firing on perhaps 
three out of four cylinders. ’ Recalling the CFS discourse, embedding the condition 
in the wider economic model brought with it implications for action, i.e. if energy is 
a resource, it follows that it can be restored, positioning the subject in a more 
powerful position, where recovery (maintaining equilibrium) is a matter of personal 
responsibility. It is interesting that the text came from Action for ME as the analysis 
has shown constructions of ME to be embedded in the wider medical discourse as 
opposed to a wider economical discourse. It is hypothesised that this extract is 
constructing a possible link between the two constructions of the condition 
suggesting an overlap in the discursive formation of ME being supplanted by a new 
historical construction of the condition (CFS) along with the concomitant knowledge 
inherent in this. This stage of the analysis is open to criticism and may be accused of 
speculation, but in being transparent, it was noted in the analytical process that the 
final stages of Foucauldian Discourse Analysis contain elements of speculation in an 
attempt to make links in the discourse(s).
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Extract 13
Non-pharmacological treatments 
Activity management (pacing)
This involves trying to achieve the appropriate balance between periods of 
rest and activity. At the onset of ME/CFS (i.e. within the first few weeks 
following a viral infection) a period of rest, possibly bed rest, may be 
necessary. Ideally, this should then be followed by a gradual increase in both 
physical and mental activity.
(The ME Association)
Note again, the two discourses are aligned in ‘ME/CFS’. This may be indicative of a 
move from the discursive formation of ME to the alternative discourse of CFS. But 
why should this happen? It may be due to the inherent power implications of the 
medical discourse, where treatment within this model generally involves doing things 
to patients. The underlying assumptions of the medical model involve practitioners 
delivering their expertise, in order to return the individual to normal health from 
which they have temporarily deviated (Clarke & James, 2003). ‘Activity 
management (pacing)’ can be understood in terms of the metaphorical relationship 
between energy levels in the construction of CFS. Where ill health is constructed as 
a breakdown it is suggesting that for health to be restored, the individual has to take 
responsibility for their recovery; ‘achieve the appropriate balance between rest and 
activity.’ This ‘new’ knowledge in the alternative discourse is constructing a new 
‘subject.’ The alignment of the two discourses may be a move from one historical 
construction of the condition where the subject ‘patient’ is being supplanted by a new 
construction of the condition and a new subject.
Discussion
Knowledge in a Foucauldian sense is linked to power and has real effects in the real 
world: knowledge becomes so firmly embedded in a society’s practice that it is taken 
to be ‘true’.
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Truth isn’t outside power... Truth is a thing of this world; it is produced only 
by virtue of multiple forms of constraint. And it induces regular effects of 
power. Each society has its regime of truth, its ‘general politics’ of truth; that 
is, the types of discourse which it accepts and makes function as true, the 
mechanisms and instances which enable one to distinguish true and false 
statements, the means by which each is sanctioned... the status of those who 
are charged with saying what counts as true (Foucault 1980, p. 131 ).
But what does this actually mean? What use is the analysis thus presented, to 
psychologists or indeed society? The answer lies in the Foucauldian proposition that 
knowledge is used to regulate the conduct of others; it prescribes certain practices 
and ways of being for those who operate within it. This means that knowledge 
relating to the dominant discourse of ME not only produces the subject (the patient) 
but, in operating within this discourse, the patient is subjected to the practices, 
assumptions, rules and conventions of the discourse. This is considered to be of 
particular relevance to counselling psychology in that the overriding power system of 
the discourse in question is that of médicalisation.
For those who remain unconvinced of the importance of Foucauldian analysis, 
consider the archaeology of knowledge when applied to this analysis. Knowledge 
relating to neurasthenia in the 1800s was surrounded by controversy regarding 
whether it was a disease of the body or the mind and is an interesting parallel in light 
of controversy surrounding CFS/ME, but I digress. It was noted by Wessely (1990) 
that medical practitioners held those individuals associated with the condition in low 
esteem.
Knowledge relating to Yuppie flu resulted in the individual being subjected to stigma 
and blame. Another way of putting this is that the subject was produced by the 
discourse available at the time and the subjects had no choice but to operate within 
the prevailing knowledge available within the discourse, i.e. a discourse o f yuppies 
succumbing to stress.
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ME is currently constructed as a condition in which some of the causes are 
understood, is characterised by predisposing factors and can be diagnosed. This is all 
located within the wider medical discourse. The subject produced by this discourse 
is the patient who is subjected to medicalised treatments, but for a condition that 
lacks a clear aetiology, this scientific methodology comes into difficulty in producing 
a treatment when the cause remains unknown.
CFS is constructed as a condition where fatigue is a normal response to everyday 
events that can get out of hand. It produces a subject that is in a more powerful 
position than ever before, in that they are operating within a discourse that has 
implications for change in terms of control of the symptoms. This is more in keeping 
with treatment options that are recommended, indeed the treatment options that 
would require psychological input.
Current discourses can be thought of as reinterpretations of past knowledge, which 
opens up a space for the psychologist to work. Therapy can be used to provide 
understanding of subject positions taken up by the client, what current constraints 
they are being subjected to and how they may have made sense of their condition by 
fitting their experience into the dominant discourse in order to make sense of their 
symptoms. The psychologist, in having an understanding of the dominant discourse 
and how it maps onto the wider medical discourse, can identify the inherent 
problems the client is challenged with when trying to engage in treatment which talks 
about ‘graded activity’ and ‘pacing’ when their current understanding of the 
condition is embedded in organic causality.
By deconstructing the condition, not only can the psychologist understand where the 
client has come from, but can offer an alternative discourse which puts the client in a 
more powerful position. Having an awareness that the client may have reorganised 
their experience to fit with the dominant construction of the condition, they can be 
encouraged to reorganise their experience again to make sense of their condition in a 
way that facilitates change. It was only within a definitive discursive formation that 
ME could appear meaningful. In Foucauldian terms, it was constituted by all that
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was said in all the statements that named it, divided it up, described it, explained it, 
traced its developments, indicated its various correlations, judged it, and possibly 
gave it speech, in its name, discourses that were to be taken as its own (Foucault, 
2003, p.35). The construction of the condition as ‘ME’ has been operating as the 
‘truth’ regarding the condition within a specific historical context. Discourse relating 
to the construction of ME, such as possible aetiology and treatment options is no 
longer ‘taken for granted’ information relating to the condition. Rather, it would 
appear that the construction of the condition as CFS is creating a new discursive 
formation, which may supplant the current dominant discourse of ME and create a 
new ‘truth.’ The psychologist who understands the discourse from which the client 
is operating is therefore in a position to facilitate change. This discussion accepts the 
inherent difficulties in this last statement. It is acknowledged that facilitating change 
is difficult if the dominant construction and knowledge relating to the condition is 
embedded in a wider medical discourse and concomitant social practices and 
ideologies. If  this were the case, it would be unreasonable for the psychologist to 
expect the client to reorganise their experience to fit with an alternative discourse, 
albeit more liberating theoretically, if the wider ideology and culture was historically 
situated within the medical discourse. But this analysis is suggesting that this is not 
the case. Treatment options are moving into the discourse where subjects are 
constructed in a way that has implications for action, suggesting change. This 
discussion proposes there does exist a tension between the discourses at present that 
psychologists need to be aware of, in terms of the challenges imposed on the client. 
Having an understanding of this possible new discourse and the challenges presented 
by new knowledge relating to the condition can enable the psychologist and client to 
work together. In working together within the new discourse, the client can take a 
more proactive position in relation to the condition and the new discourse of 
treatment options that facilitate change.
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[Reflective considerations.
My personal interest in the condition originated approximately ten years ago when 
my own health was challenged by a condition that proved difficult to diagnose and 
treat. Eventually, after all other medically acceptable conditions were ‘ruled out’, I 
was offered a diagnosis of chronic fatigue syndrome -  by default! Stating at the 
outset that I was diagnosed with this condition and have researched it both formally 
and informally in the intervening years warrants closer inspection -  from a social 
constructionist point of view. It is inevitable that I have my own biases, personal 
experience and knowledge base that will affect my engagement with the text -  but 
where to begin?
I was an avid reader of self help literature and made extensive use o f the Internet, 
looking for a ‘cure’ which may have fuelled my interest in undertaking this current 
analysis. I have alluded to what happens between the reader and the text in this piece 
of research but in being transparent about my own experience of the condition, it 
begs the question of, what happens between the author and the text? Throughout this 
research where I wrote the words to ‘orient the reader’ was this affected by my 
engagement with the text? From what position was I orienting the reader? Although 
I am aware that throughout the ten years I have moved between being positioned as a 
patient, to expert, to speaker and in being transparent about this I am exposing 
possible and inevitable limitations in this analysis.
In the interaction between the text and myself there exist inevitable power 
implications. I believe that these implications would only be deemed problematic if 
not acknowledged. I clearly acknowledge that as the author of this research I have 
inevitably brought my own experience to the data. I cannot be completely impartial 
as I engaged with the text and struggled to keep previous knowledge at bay. Where 
there exist interpretations that are of a subjective nature as in the final stages of 
Foucauldian analysis, I attempted to become aware of any overly idiosyncratic 
readings by being transparent in meetings with the supervisor of this research.
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I argue that research needs to be situated and in being transparent relating to my own 
position and how this may colour my readings of the material, this research has its 
limitations, but it is situated within both my own historical context and movement 
from the position of the patient to position of speaker and within the historical 
context of the data. The analyses detailed in this research are therefore specific to 
the text presented and to the readings of the author].
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Self help literature and transcripts
Data was collected from the main British Chronic Fatigue Syndrome and Myalgic 
Encephalomyelitis organisations. The names o f the organisations are listed below.
Action for ME
BRAME: Blue Ribbon Awareness for ME 
CHROME: Case History Research on ME
Chronic Fatigue Syndrome Research and Treatment unit. Kings College
Hospital
ME Association
National ME Centre
Two transcripts used in the analysis are included in this appendix. The transcripts 
originated from Action for ME and the Chronic Fatigue Syndrome Research and 
Treatment unit, Kings College Hospital.
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A Holistic Approach To CFS.
Before attempting to present a model o f  CFS, let us look at some o f the factors that a 
variety o f research has shown can play a part in this condition. We will look at this in 
three sections. Factors that tend to keep CFS going, factors that start it o ff and factors
that make you more likely to get it in the first place.
First though, a word o f  caution. All, some or none o f the information below may apply 
to you. It doesn't actually matter. I f  it helps you too make some sense o f your 
condition, fair enough. If it doesn't, ignore it. The most important part o f this web site 
is the self help. We know this works in the majority o f cases. I f  the below means 
nothing to you, then proceed to the self help section and try it anyway.
Who gets fatigue?
If we look at fatigue in general, rather than CFS in particular, two things are 
immediately apparent. Firstly it is very common, over 30% o f the population 
experience fatigue at any one time. Secondly there are a variety o f causes for it.
Listed below are just a few.
Doing things to our bodies - To begin with the obvious, not sleeping can make us 
tired. We get fatigued after exercise. Being ill often results in tiredness. Most 
"recreational drugs", both legal and illegal will make us tired, though maybe not till 
the next day. Having an intense emotional or physical experience - arguments, sex, 
shock, violence - these will fatigue or exhaust us. Not drinking enough fluids can 
make us tired.
This is all predictable, short term "normal fatigue". Fatigue here is telling us to stop 
what we are doing and to let our body recuperate for a while.
However some fatigue is more long term, less obviously useful. Here the links 
between what we do and how we feel are less obvious.
The pressures of life. Both from research and anecdotal evidence, it is now clear that 
anyone under stress is more likely to become fatigued and/or ill. Some o f the reasons 
for this are only just becoming clear and are the subject o f  a new field o f medicine - 
psychoneuroimmunology. As the name suggests, this studies the links between life 
events, the way we perceive and cope with those events, the functioning o f our brain 
and nervous system and the functioning o f our immune system. At last there is a 
scientific basis for what has been obvious to most o f humanity for most o f the time -
m /i9/?n04
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stress make us ill.
A brief word on the mechanism o f this. Consider short term stress. The principle 
purpose of the stress response is to allow us to cope with situations requiring rapid 
response. A fire alarm goes off, a child has an accident, a chip pan goes on fire - what 
happens to our bodies?
First o f all our sympathetic nervous system switches on. Our pulse and blood pressure 
go up, our breathing rate increases. This mobilizes energy. Our pupils dilate to let in 
more light, other parts of the body - our digestive system, our hands and feet, - get 
resources diverted away from them (thus cold feet and butterflies).
All this allows us to make a quick response. I f the stress is present for longer, another 
physical mechanism kicks in. This is the hypothalamus - pituitary -adrenal system. 
This acts by regulating chemicals such as cortisol which have wide ranging effects on 
the brain, and our nervous, immune and hormonal systems.
The results o f the activation o f this system are again, in the short term, beneficial. 
Cortisol increases our ability to distinguish between sensations - thus the "heightened 
awareness" people often report in extreme situations (good or bad), it also mobilizes 
adrenaline allowing us to access an intense burst o f energy.
However the effects o f a prolonged or repeated stress response are less good. Animal 
and human studies have shown that prolonged stress leads to a profound alteration in 
our immune functioning. We are more likely to catch cold under stress, latent viruses 
such as heipes are more likely to express themselves. The immune system is complex 
and still only partial understood, but the overall effect o f  prolonged stress is to 
decrease the ftinctioning o f the immune system. Continuing stress will also lead to 
long term alterations in our levels o f neurotransmitters, our hormone levels, all of 
which in turn will effect our mood and energy levels (for the worse). It also now clear 
that depressed mood leads to a depressed immune system and vice versa. The pieces 
of this puzzle are still being put together, but the fact that stress leads to profound, if  
subtle, changes in our functioning - at all levels - is now beyond doubt.
Lifestyles and life events. We know that certain life events and lifestyles make more 
people prone to fatigue and illness. People who develop fatigue problems are more 
likely to have had major life events happen to them in the year previous to developing 
the problem. Life events can be either positive or negative - marriage, bereavement, 
changing job, moving house, the break -up of a relationship. All o f these will exert 
there toll on the individual. For instance a study done o f divorced couples showed that 
they had significantly more depressed immune functioning than average, and that 
there was significant correlation between the level o f immune depression and the level 
of ongoing emotional attachment to the relationship.
Certain lifestyles are more subtly fatiguing. Having little rest, working under pressure, 
being a single parent, looking after an ill relative, being unemployed. In a way these 
are obvious sources of fatigue. Less obviously the kind o f lifestyle the sports 
enthusiast or athlete has puts the same kind of pressure on their body, even though it is
e://A:\Untitled Document.htm 10/12/2004
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perceived as positive. It is now clear that the immune functioning o f training athletes is 
lower than normal, their tendency to fatigue and illness is greater.
Personality Factors It is now clear that a tendency towards hostility and aggression is 
positively correlated with a tendency towards heart disease. Recent evidence has 
shown that a tendency to suppress strong emotion and to avoid conflict is positively 
correlated with the development o f certain types o f cancer. Is there any type o f  
personality that is more likely to develop Fatigue?
There is some evidence that there is. People who are more inclined to set high 
standards for themselves and their performance, who have a tendency towards 
perfectionism seem more likely to get fatigued. In a way this makes sense. I f  you 
decide that you have to perform 100% all o f the time, you are going to be expending a 
lot more energy than someone whose expectations are less high. Also if you decide 
that you always should be able to perform at peak level, you will be less tolerant o f  
tiredness and more likely to push yourself when you should rest.
So, these are some o f  the things that can make people prone to fatigue. However what 
is likely to precipitate a Chronic Fatigue Problem.?
What starts fatigue.
Viruses - Physical Illness does appear to be present at the beginning o f the majority o f  
cases o f Chronic Fatigue. Having a viral infection certainly makes us fatigued, in some 
cases for up to three months after we first contracted it. So a virus can certainly seem 
to trigger a CF problem. Research from our group and others has suggested that some 
infections are more likely to trigger the illness than others - viral meningitis, glandular 
fever and Q fever for example, but so far there is no evidence that the virus is stil 
there after the initial infection is over. Traces o f  the virus can, o f course, often be _  
found, but there is no evidence the virus continues to exert a long term influence. This 
is not HTV in which viral persistence continues in a harmful fashion.
Crises- As mentioned above, major life events are common in the lead up to CFS.
Nothing - Sometimes there is no obvious reason why someone, either gradually or 
suddenly, gets more and more tired, then exhausted, then pained and disabled. 
Whatever the reason, the overall effect is a sudden or gradual inability to keep up the 
kind o f life they previously did.
What can keep fatigue going?
How we cope makes a difference - Take the example o f  heart disease. Rehabilitation 
from a heart problem can take a variety o f courses. In one scenario individual 
becomes fearful of any exertion, believing that this increases the likelihood o f another 
heart problem. They feel helpless and under threat o f death. If they are a smoker or 
drinker or over-eater it is possible that they resort to more o f these behaviors because
fiIe://A‘\1 Intitled Document.htm
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of the stress. The become anxious and demoralized. The combination o f inactivity, 
fear, helplessness and use o f food and drugs does indeed make them more likely to 
another cardiac incident.
In an alternative scenario, the same individual adopts an approach o f gradual re- e 
introduction of exercise, reduction o f stress and stressors and develops a feeling of 
being in control o f their recovery. Prognosis thus improves.
More subtly, in recovery from cancer, the individuals beliefs about outcome have been 
shown to be important. On receiving diagnoses, individuals who adopt either the 
fighting it attitude, or who go into denial, have a better chance o f survival than those 
who feel hopeless and helpless. Prognosis in recovery can be improved by helping 
people change the way they manage their illness.
What this demonstrates is that there are several factors at play in illness and recovery. 
First there is the bare physical fact o f  the illness. Secondly there is how that makes us 
feel emotionally and how we believe we should handle it. Thirdly there is how we 
actually do handle it. The second two factors are as important as the first. It is no 
different in Chronic Fatigue. Some ways o f managing are more helpful than others.
However due to the controversy surrounding CFS, sufferers have often been given 
conflicting advice or advice that is not, in the long term, necessarily helpful. Equally 
suffers may be merely following the dictates o f their bodies - if  something causes pain 
or fatigue then one naturally avoids that something.
Let us look in more detail about what we know to be useful and less useful ways o f  
managing CF problems.
Rest - The natural response to an illness is to rest. There are few illness where, in the 
short term, one would not be advised to rest. However in CFS, one is often advised to 
rest, rest and more rest, over a prolonged period o f time. We are now beginning to 
realize that this is not a good thing. Prolonged rest has been shown to be detrimental 
on a number o f levels
Physically it leads to deconditioning o f the body, affecting the immune system, the 
muscular system and the nervous system adversely. Even a healthy individual if  forced 
into prolonged rest, will fairly quickly become much less healthy. They will lose about 
3% of there muscle mass a day, become progressively weaker and more prone to 
illness.
Mentally, over resting leads to sluggishness, lack of motivation and concentration and 
low mood. Particularly if  one feels one has no alternative but to rest, one becomes s 
frustrated and demoralized.
However this is not to say don't rest. Rest is essential, be we fit or ill. Indeed another 
factor that appears to be common in the onset period o f Chronic Fatigue Problems is 
too little rest. People often struggle on through illness, attempting to maintain a 
lifestyle that is beyond them, resulting in them becoming more ill and fatigued. 
Eventually they crash.
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Sleep - Again in Chronic Fatigue Problems, people often develop disturbed sleeping 
patterns. Often this will take the form o f having poor quality or unrefteshing sleep at 
night, often for more hours than prior to illness, followed by day time sleep to 
compensate for feeling so tired during the day. Several things are going on here.
Firstly we know that, as with resting, it is possible to oversleep, that sleeping more 
makes us more tired and sluggish during the day. Secondly there is a vicious circle at 
work. If we sleep during the day this reduces the quality o f  sleep at night which in turn 
makes us more tired during the day, which makes us more likely to sleep during the 
day, which reduces sleep quality at night... and so on. More subtly, i f  we spend a lot o f  
the day resting and unstimulated, there is less need for deep prolonged sleep at night, 
even though we may feel more exhausted than when we were active. This lack o f good 
quality sleep can lead to further frustration and exhaustion, more resting and more 
daytime sleep which in turn...
In short, once our sleep rhythm is disturbed, it can have profound effects on how we 
feel. Managing this differently can make fatigue problems better or worse.
Activity - I f  activity leads to pain and exhaustion, it is only natural to avoid it and to 
rest until we feel up to it. This often happens in CFS. Individuals will save energy in 
prolonged rest, be active for a while then, perhaps a day later, feel the physical effects 
of that activity - exhaustion, muscle pain - and then rest again for long period. This 
boom and bust cycle tends to be typical o f CFS. Again there are certain elements o f  a 
vicious circle in this pattern. I f  activity produces pain and exhaustion we avoid it. The 
more we avoid it, the less able we become to do it. When, for whatever reason, we are 
forced to do it again, it produces even more pain and exhaustion, this leads to more 
rest and avoidance.
Eventually, as with any other Chronic Illness, particularly one where there appears to 
be no hope and the sufferer feels that they have little control over their condition, 
demoralization and depression often occur. These feelings make an already bad 
situation worse.
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roving condition. That fact that this management strategy has be'en shown to work lends indirect support 
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The impact of the diagnostic labelling of CFS/ME.
Are the attributions held by psychologists unwittingly contributing to the stigma
associated with this condition?
Abstract
The purpose of this investigation was to explore the attributions held by counselling 
and clinical psychologists regarding the condition Myalgic Encephalomyelitis 
(ME)/Chronic Fatigue Syndrome (CFS). It explored the impact of the name applied 
to the condition ME/CFS and the effect each name had on the attributions held by 
psychologists. It also examined if there existed differing attributions held by 
counselling and clinical psychologists regarding the condition generally. A total o f 
97 psychologists completed a questionnaire designed to assess attributions relating to 
the condition. The questionnaire explored attributions relating to the aetiology of the 
condition, the accuracy of the diagnosis, the severity of the condition, prognosis and 
expected treatments for the condition. Analysis of variance was used to evaluate if 
there were any significant differences relating to the attributions held by counselling 
and clinical psychologists regarding CFS/ME. Results indicated that the label of the 
condition could influence psychologists’ attributions, as it was found that 
psychologists considered those with the diagnostic label of ME to be a less likely 
candidate for organ donation than those with the diagnostic label of CFS, which is 
indicative of an underlying medical aetiology. The study also found that there exist 
significant differences in the attributions held by counselling and clinical 
psychologists regarding the causal role of stress in the condition.
Attributions that were found to be held by psychologists were embedded within the 
framework of Causal Knowledge Structures, looking at how pre-existing knowledge 
or schemas held by the psychologist are used to interpret the often contentious nature 
of the condition. It was argued that there exist not only professional schemas held by 
psychologists from which they can interpret the condition, but they may also hold 
wider schemas that can contain popular stereotypical images of the condition, which 
may result in misattributions. Specifically, psychologists who attribute the condition
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to stress related factors may unwittingly be contributing to the individual’s 
stigmatised identity.
Key words: chronic fatigue syndrome, myalgic encephalomyelitis; attributions.
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Chronic fatigue syndrome (CFS) was originally defined in 1988 in the Annals o f  
Internal Medicine (Holmes, Kaplan, Gantz et a l, 1988). The label, CFS, was chosen 
to reflect a defining characteristic of the condition -  debilitating, prolonged fatigue - 
and it was expected that the term would be changed when more information relating 
to the condition became available (Jason, Taylor & Stepanek, 2001). The term 
myalgic encephalopathy (ME) was derived from the biomedically-based name, 
myalgic (muscle pain) and encephalomyelitis (acute inflammation of the brain and 
spinal cord) (Jason et al., 2001). Both labels are used to describe the same 
symptomology and appear to be used interchangeably. Whilst this paper 
acknowledges that diagnostic labels can be useful as a means of communication 
between professionals, the effect of labelling can have long-lasting negative effects; 
indeed physicians may avoid diagnosis with what the physician perceives to be a 
potentially harmful label (Lehman, Lehman, Hemphill, Mendell & Cooper, 2002).
Recent research has taken up this metaphorical gauntlet and explored the attributions 
relating to the diagnostic labels of CFS and ME. Broadly speaking, the research is 
suggesting that a biomedical cause is attributed to the label of ME and a 
psychological cause is attributed to the label of CFS (Jason et al., 2001). Research 
has also shown attributions regarding the condition to differ amongst medical 
trainees and an undergraduate sample (which included psychology). Medical 
trainees were more likely to attribute the condition to primary depression and more 
likely to view the individual as more likely to attempt suicide than the undergraduate 
sample (Jason et al., 2001).
It was suggested by Featherstone (1998, p. 105) that “CFS/ME sufferers appear to 
strongly underline the cultural need for confirmation of illness in biomedical terms” 
and that for people to receive the support they need, labelling of the condition was 
vital. It is hypothesised that society understands and accepts this form of ‘legitimate 
diagnosis’. Without such explanation, the individual is subject to having a 
stigmatised identity, although, paradoxically, the attributions associated with the 
differing labels may result in the individual being subjected to stigma associated 
specifically with the label or with the condition generally.
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This stigmatised identity according to Crocker, Major and Steele (1998) may arise 
from the individual’s perceived responsibility for having the condition and thus their 
perceived ability to control their symptoms. Research consistent with the ‘yuppie flu’ 
stereotype, where it was proposed that high ‘action-proneness’ and an associated 
‘overactive’ lifestyle may be a contributing factor in the condition (Van 
Houdenhove, Neerinchx, Onghena, Lysens & Vertommen, 2000) led to the 
assumption by some physicians that the so-called yuppies - young and successful 
professionals - had finally succumbed to stress (Ax, Gregg & Jones, 2001). This 
suggests that the symptoms occur as a result of the individual wishing to gain respite 
from their stressful lives and a diagnosis of an illness facilitates a perceived 
legitimate way to do this. Thus, from this perspective, the individual may not be 
seen as possessing a desire to recover, and may be blamed for their condition and 
subjected to a stigmatised identity.
There are a number of clear findings from the research discussed thus far relating to 
attributions regarding the condition. The label ME is attributed to an organic 
aetiology and the label CFS is attributed to a psychological aetiology. Regardless o f 
the label, the condition itself can result in the attribution of responsibility for the 
condition, attributions of control o f the condition, and attributions o f blame for 
having the condition, all o f which results in an associated stigma.
This investigation aims to add to the existing body of literature by exploring 
attributions of counselling and clinical psychologists, relating to the condition. The 
attributions of psychotherapeutic psychologists were considered an important area of 
research as individuals with the condition may present for therapy for a variety of 
reasons. Their G.P. may have misdiagnosed them, as the physical symptoms of the 
condition are similar to those of depression (Lehman et al., 2002) or they may have 
been referred for cognitive behavioural programmes to enable them to make lifestyle 
adjustments (Van Houdenhove et al., 2000). They may have self-referred due to the 
lifestyle challenges presented by this condition (Ellis-Hill & Horn, 2000).
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The study is located within Attribution Theory, specifically focusing on 
Causal Knowledge Structures (Hewstone, 1989). Causal Knowledge 
Structure posits that our knowledge about the social world is represented in 
cognitive structures called schemas. A schema is an abstract or generic 
knowledge structure, stored in memory that specifies the defining features 
and relevant attributes of some stimulus domain, and the interrelations among 
those attributions ... by storing knowledge about people and situations in this 
general form, social perceivers can make sense of new information by 
connecting it with their prior knowledge (Crocker, Hannah & Weber, 1984, 
p. 197).
In terms of this study, this generic knowledge structure can be thought of as the 
psychologist’s chosen theoretical model that may be used to make sense of the new 
information presented to them in the investigation. “The schema concept reflects a 
concern with ‘top down’ ‘conceptually based’ or ‘theory driven’ cognitive processes, 
focusing on the way people’s prior concepts and theories influence how they view 
and deal with new information...” (Hewstone, 1989, p. 103). This would suggest that 
the theoretical model of the psychologist would influence how they organised the 
new material to them in this investigation. “According to Causal Knowledge 
Structure theory, the chances of a schema being used to interpret ambiguous 
information (as in the contested nature of the condition) increases with the times that 
the schema has been used in the past” (Hewstone, 1989, p. 104).
The fundamental principle o f the approach is that knowledge is “organised in chunks 
or packages so that, given a little bit of appropriate situational context; the individual 
has available many likely inferences on what might happen next in a given situation” 
(Hewstone, 1989, p. 104). The study aims to explore what attributions are held by 
psychologists in relation to the condition and the implications this has both for the 
individual and for therapeutic practice. For example, consider the scenario where an 
individual presenting with the condition attends for psychological therapy. What 
attributions does the psychologist make in relation to the condition? They may 
attribute the condition primarily to stress. What type of person contracts this 
condition, are they responsible for it, or are they possibly malingering? How do these
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attributions alter the interaction between the therapist and client? If the psychologist 
attributes the condition to stress, this may be thought of as an invocation of the 
‘overactive lifestyle’ in the research noted above. Furthermore, if the psychologist 
believes that the individual in some way caused the condition and is therefore 
responsible for contracting it, they may be blamed for having the condition. If this 
were the case, psychologists who attribute the condition to more psychological 
categories may unwittingly be contributing to the individual’s stigmatised identity as 
stigma can result from the individual’s perceived responsibility for and 
controllability of, the condition.
This study aims to explore how psychologists make attributions relating to the 
condition. According to Causal Knowledge Structures (Hewstone, 1989) it is 
proposed that the psychologist relies on pre-existing knowledge or schemas in order 
to help them make sense of new situations or, as in this study, new conditions. This 
investigation seeks to explore the attributions of psychologists in terms of 
professional schemas they may hold and the additional wider schemas that may arise 
from the public domain. It will also explore if attributions may be affected by, for 
example, differing approaches to psychological assessment. Broadly speaking 
clinical psychologists may make more use of psychometric testing than counselling 
psychologists, which may be worthy of a more micro level analysis in terms of 
attributions. Specifically, attributions that can readily be measured by psychological 
tests such as ‘cognitive impairment’ and ‘depression’ may be more salient in terms of 
pre-existing knowledge held by clinical psychologists.
Research aims and hypothesis
In order to study attributions held by counselling and clinical psychologists two 
research questions were formulated.
1. Experimental Hypothesis
When counselling and clinical psychologists are presented with the label 
‘Myalgic Encephalomyelitis’ (ME), it is hypothesised that significantly more of 
them will attribute this condition to a biomedical cause than to a psychological
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cause. When counselling and clinical psychologists are presented with the label 
‘Chronic Fatigue Syndrome’ (CFS), it is hypothesised that significantly more of 
them will attribute this condition to a psychological cause than to a biomedical 
cause.
2. The second research question is to explore if there exists a difference between the 
attributions held by counselling and clinical psychologists regarding the 
condition. Even though this is an exploratory question it is anticipated that 
significantly more clinical psychologists than counselling psychologists will hold 
stronger attributions (i.e. assigning a higher score on the Likert scale) regarding 
the degree of cognitive impairment; causality of stress and depression.
Method
Participants
Prior to the main analysis a statistical package -  G*Power (Erdfelder & Buchner, 
1996) was used to calculate the number of participants required to achieve a 
statistical power of 0 .8, in order for there to be an 80% chance of finding a 
significant effect. The figure 0.8 was chosen as this was considered a high power 
value by Dancey and Reidy (2004). Previous research that employed the 
questionnaire used in this study, did not report an effect size. Consequently, this 
present study looked to the guidelines offered by Cohen (1988) who proposed a 
small effect size of 0.2. The corresponding effect size in the statistical package used, 
G*Power (Erdfelder & Buchner, 1996) had a predefined small effect size of 0.25, so 
this figure was used in the calculations. A priori calculations using G*Power 
(Erdfelder & Buchner, 1996) suggested that 128 psychologists were needed to 
participate in the investigation in order to achieve a statistical power of 0 .8 .
Participants were recruited from The Directory of Chartered Psychologists (British 
Psychological Society, 2005) . Only those psychologists identified as working in 
private practice were invited to take part in the investigation. This decision was 
made in order to avoid the necessity of obtaining ethical approval via the Central
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Office for Research Ethics Committee, if National Health Service employees had 
been sought -  a process that can prove extremely lengthy and so was not judged 
feasible, given the timetable for this research.
Participants consisted of counselling and clinical psychologists and questionnaires 
were sent to the entire population (of those psychologists identified as working only 
within private practice). A total of 297 questionnaires were sent out: 123 
questionnaires were sent to counselling psychologists and 174 questionnaires were 
sent to clinical psychologists. A total of 101 questionnaires were returned, 4 of 
which were not completed, for differing reasons, such as “not feeling sufficiently 
competent regarding the condition in order to complete the questionnaire”, and were 
consequently excluded from the analysis. There were 97 completed questionnaires 
returned and used for the data, giving a 32.6% usable return rate for the analysis.
This lower return rate affected the planned power of the study as fewer participants 
than planned reduced the power of the study and consequently the chances of finding 
a significant effect. Therefore, it is possible that the subsequent analysis with a 
lower statistical power than planned may have resulted in significant effects not 
being found.
Design
A between subjects design was used for this investigation in that different 
psychologists were assigned to each level of the independent variable o f condition, 
i.e. CFS or ME. A 2x2 ANOVA was conducted to evaluate if there were any 
significant differences relating to the attributions held by counselling and clinical 
psychologists regarding CFS/ME and if there were any significant differences 
regarding the label given to the condition.
Measures
Vignette
The questions in the attributions questionnaire were related to the information 
presented in a clinical vignette (see Appendix I). The vignette detailed a fictitious
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individual who was diagnosed with either CFS or ME depending on the condition the 
psychologist was being assigned to. With the exception of the label given to the 
condition, the vignettes were identical, outlining the individual with symptoms that 
corresponded to the diagnostic criteria pertaining to the condition. The case study 
gave information on the person’s life before the onset of the condition, for example, 
‘Before the condition, the person was working between 40 and 50 hours per week as 
an administrative assistant, managing household duties on her own, and serving as 
the primary evening caretaker for her two children (aged 7 and 10).’ It also contained 
medical information such as ‘The person had been entirely healthy until three years 
ago, when she developed a flu-like condition of sudden onset with a low-grade fever, 
headaches, sore throat, muscle and joint pains, and a constant feeling of fatigue.’ 
Information was also noted relating to possible psychological symptoms: ‘She has 
started to feel very sad and hopeless that her condition will ever improve. Her 
negative attitude is beginning to affect her husband and children, and her husband is 
worried that she may be depressed. The person attributes her sadness to the 
limitations and changes in her life that are due to her condition.’
Research instrument
A questionnaire designed to assess attributions relating to the condition (Shlaes, 
Jason & Ferrari, 1999) was used as the research instrument (see Appendix II).
The questionnaire consisted of 19 items exploring attributions concerning the 
aetiology of the condition, the accuracy of the diagnosis, the severity of the 
condition, prognosis and expected treatments for the condition. Sample questions 
were ‘What is the likelihood that this person is suffering from primary depression, 
rather than being physically ill?’ ‘What is the likelihood that this condition may be 
stress related?’ and ‘What is the likelihood that this person will commit suicide in the 
next two years?’ Participants were asked to respond to questions in terms of a 6-point 
scale ranging from ‘not at all’ to ‘very likely’ ‘very severe’. There were two 
qualitative questions, question number 6 ‘What factors do you believe are most likely 
to be responsible for this condition?’ and question 19 ‘How do you think a medical 
doctor might treat this condition?’ Both of these questions were coded into the
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dichotomous variables of ‘medical’ and ‘psychological’ relating to the proposed 
aetiology of the condition and the expected treatment that would be provided for the 
condition.
The study focused on the attributions that were related to psychological categories, in 
order to address the research hypotheses. The following questions were used in the 
analysis.
Question 1 ‘What is the likelihood that this person is correctly diagnosed?’ This was 
to explore psychologists’ attributions regarding the diagnostic label of the condition, 
CFS/ME. Question 3, ‘What is the likelihood that this person is suffering from 
primary depression, rather than being physically ill?’ This was to explore if 
psychologists regarded the condition as being attributed to depression as opposed to 
a medical aetiology. Question 4, ‘What is the likelihood that this condition may be 
stress related?’ Question 9, ‘What is the degree of cognitive impairment’ and 
question 14, ‘Should the person be allowed to enrol in an organ donation program?’
The internal reliability measures of the questionnaire ranged between 0.54 and 0.79. 
The original designers o f the questionnaire did not report co-efficient alphas. 
However, the questionnaire has been used in several investigations ( Jason et al., 
2001; Taylor, Jason, Kennedy & Freidberg, 2001; Torres-Harding, Jason, Cane, 
Carrico & Taylor, 2002) and appears to have content validity.
A pilot study was conducted in order to determine if participants understood the 
instructions in the information sheet and to highlight any possible problems with the 
questionnaire. The outcome of the pilot indicated that participants understood the 
information sheet and were able to answer the questionnaire based on the 
information presented in the clinical vignette.
Procedure
Ethical approval was obtained from the University of Surrey’s Ethics Committee (see 
Appendix III).
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Stratified random sampling (Sapsford, 1999) was employed assigning counselling 
and clinical psychologists to one of two conditions: CFS or ME. The clinical 
vignette, questionnaire, information sheet (see Appendix IV) and a pre-paid 
envelope were sent to possible participants.
Analytic Process
Questionnaire responses were coded using a 6-point ordinal scale, converting the 
psychologists’ answers to each question, ranging from ‘not at all’ to ‘very likely’, 
into codes ranging from 1 to 6 and were treated as continuous dependent variables.
The two qualitative questions, number 6 ‘What factors do you believe are most likely 
to be responsible for this condition?’ and question 19 ‘How do you think a medical 
doctor might treat this condition?’ were coded into two major categories ( 1) medical 
and (2) psychological, and treated as dichotomous variables. In order to code these 
questions, the medical code was used where responses detailed medical 
aetiology/treatment. Psychologically based aetiology/treatment responses were 
coded as psychological. Where a participant noted both medical and psychological 
answers, the first answer was used to decide the coding. An overarching theme that 
was chosen to be reflected in this investigation was the medical versus psychological 
debate (Bell, Baldwin & Schwartz, 1998; Bested, Saunders & Logan, 2001; Clarke & 
James, 2003; Haley, Kurt & Horn, 1997) regarding the aetiology of the condition. 
Hence a dichotomy was used as opposed to introducing a third category of medical 
and psychological. An independent person recoded the questions and recoded 
validity was 100%.
The coded data were then analysed using Analysis o f Variance (ANOVA), using 
SPSS for Windows to assess psychologists’ attributions about the condition, using 
the following variables. There were two independent variables: independent
variable A was the type of psychologist (counselling or clinical) and independent 
variable B was the label of the condition (Chronic Fatigue Syndrome or Myalgic 
Encephalomyelitis). The dependent variables were the attributions from the
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questionnaires. In the ANOVA, the following independent variables and interaction 
term were examined:
(1) Type of Psychologist (Counselling Psychologist or Clinical Psychologist);
(2) Label of Condition (CFS name, ME name); and
(3) The interaction term, Type of Psychologist by Label of Condition.
Chi square analysis o f the dichotomous variables evaluating medical versus 
psychological attributions was performed. The purpose of the analysis was to explore 
if there were any significant differences between medical and psychological 
aetiology regarding ‘what factors do you believe are most likely to be responsible for 
the condition?’ (question 6) and ‘how do you think a medical doctor might treat this 
condition?’ (question 19).
Results
The primary purpose of this study was to explore if there were any significant 
differences relating to attributions held by counselling and clinical psychologists 
regarding the condition of CFS/ME.
Preliminary analysis
In order to address the exploratory hypothesis, it was decided that questions that 
reflect attributions that can be readily measured by psychological testing will be 
analysed, i.e. ‘depression’, ‘stress’ and ‘cognitive’ impairment. Questions that 
reflect the aetiology of the condition, i.e. ‘organ donation’ and ‘diagnosis’ were also 
chosen for analysis to address the experimental hypothesis. Although only five 
variables were chosen from a possible 19, the original questionnaire (containing 19 
questions) was used in this investigation to provide consistency with previous 
research that this study wished to add to. Prior to the main analyses, the independent 
and dependent variables were examined for violations of the assumptions of 
normality and were found to be normally distributed. Examination of skewness 
estimates for all variables used in this study indicated that variable ranges fell 
between 0.72 and 1.95. Levene’s test of homogeneity of variance was also found to
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be non-significant for dependent variables. ‘Depression’ F(3,89) = 0.428, p=0.733, 
‘stress’ F(3,93) = 2.684, p=0.061, ‘cognitive impairment’ F(3,88) = 1.408, p=0.246, 
‘organ donation’ F(3,85)=1.3, p=O.28O and ‘diagnosis’ F(3,85)=1.461 p=O.23l. The 
combination of these findings suggests that the assumptions for using ANOVA in the 
data analysis have not been violated. Consideration was given to how ANOVA 
treats dependent variables as interval data, but it was noted that Likert Scales are 
either ordinal or interval, and many psychometricians would argue that they are 
interval scales because, when well constructed, there is equal distance between each 
value. So if a Likert scale is used as a dependent variable in an analysis, normal 
theory statistics such as ANOVA can be used (Griego & Morgan, 1997).
The means of the attributions are presented in Tables 1 and 2 presented at the end of 
the paper.
Main effects 
Type of psychologist
The ANOVA indicated that there was a significant main effect of Type of 
Psychologist relating to question 4 ‘What is the likelihood that this condition may be 
stress related?’ F  (1,9) = 6.122,/?=0.015, partial ÿ=0.062 with an observed power 
0.687. This result suggests that counselling psychologists are significantly more 
likely (mean= 4.19, SD=1.36) to consider the condition as being attributed to more 
stress related factors than clinical psychologists (mean=3.51, SD=1.24). Post hoc 
tests were not performed, as the main effect for type of psychologist does not involve 
more than two levels (Green & Salkind, 2003).
Label of Condition
There was a significant main effect of the Label o f Condition relating to question 14 
‘Should this person be allowed to enrol in an organ donation program?’ F  (1,85) = 
5.213 /?=0.025, partial r f =0.058 with an observed power 0.617. This result suggests 
that psychologists were significantly more likely (mean=1.70, SD=0.46) to view the 
person diagnosed with ME as being a less suitable candidate for organ donation than
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the individual diagnosed with CFS (mean=1.48, SD=0.51). Post hoc tests were not 
performed, as the main effect for the label of the condition does not involve more 
than two levels (Green & Salkind, 2003).
Interaction effects
The ANOVA indicated that there was a significant interaction effects between type 
of psychologist and label of condition on question 9 ‘What is the degree of cognitive 
impairment?’ F(l,88) = 6.949 jy<0.01,partial i f  =0.073 with an observed power of 
0.741 (which is shown in the graph below). Follow up t tests were performed to 
explore this interaction further and were found to be non-significant. Consequently, 
the initial interaction may have been a spurious effect caused by the interaction of the 
two independent variables.
Estimated Marginal Means
Condition
3  3 .7 -
Ë
cL
2
3 .3 -
2
Psychologist
Legend Psychologist 1 Clinical Condition 1 ME
Psychologist 2 Counselling Condition 2 CFS
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Chi Square
A chi-square test was conducted to assess attributions of the medical versus 
psychological dichotomous variable. The results of the test were significant for 
question 19, ‘How do you think a medical doctor might treat this condition?’ %2 
(2,N=81 p=0.011) and are shown in the table below.
Observed N Expected N Residual
Medical Treatment 52 40.5 11.5
Psychological Treatment 29 40.5 -11.5
Total 81
The hypothesised value produced by the %2 was 40.5. The observed frequency of the 
medically based treatment, 52, was significantly different from the expected 
frequency of 40.5. The observed frequency of psychologically based treatment of, 
29, was significantly different from the expected frequency o f 40.5. This result 
suggests that psychologists significantly attribute more medical treatment options to 
the condition than psychological.
Discussion
The main purpose of this study was to explore the attributions held by counselling 
and clinical psychologists relating to the condition of CFS/ME. Specifically it sought 
to explore if there existed significant differences in the attributions held by 
psychologists in relation to the label given to the condition, i.e. CFS/ME. It was 
hypothesised that a medically based aetiology would be attributed to the condition 
when it is labelled ME, and psychological factors would be attributed to the 
condition when it was labelled CFS. The results of this study suggest that the label 
of the condition can influence psychologists’ attributions, as it was found that 
psychologists considered those with the label ME to be a less likely candidate for 
organ donation that those with the condition labelled CFS, which is indicative of an 
underlying medical aetiology. The study was also interested in exploring whether 
there exist significant differences in attributions held by the type of psychologist, i.e.
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counselling and clinical in relation to the condition. The study found that there exist 
significant differences in the attributions held by counselling and clinical 
psychologists regarding the possible causal role of stress in the condition. Finally it 
was found that psychologists attributed more medicalised treatment to the condition.
As research has shown this to be a controversial condition with a contested diagnosis 
(Clarke & James, 2003) i.e. there is no clear medical aetiology to account for the 
psychologists’ consideration that those individuals diagnosed with ME are less 
suitable for organ donation than those with CFS, nor is there any firm research to 
suggest the condition can be primarily attributed to stress related factors. 
Consequently the discussion will focus on possible explanations as to where the 
attributions held by psychologists may have come from. It aims to provide possible 
explanations for questions such as why when prompted with the label ME, does the 
psychologist view the individual as being a less likely candidate for organ donation 
than those psychologists prompted with the CFS label? Why should there exist 
differences in the attributions held by counselling and clinical psychologists 
regarding stress related factors? In order to attempt to answer these questions, the 
underlying schemas of psychologists will be considered in terms of possible Causal 
Knowledge Structures (Hewstone, 1989).
The discussion will now explore this in relation to the impact the label of the 
condition has on the attributions held by psychologist and how differing attributions 
may be held between counselling and clinical psychologists.
Label o f  condition
Psychologists considered the person with the diagnostic label o f ME as being a less 
likely candidate for organ donation than those individuals with the diagnostic label of 
CFS. This result provides corroboration for previous research undertaken by Jason et 
al., (2001) who also found that participants were significantly less likely to view 
those in the ME condition as being suitable candidates for organ donation than those 
in the CFS condition. In this present study there were only significant results 
regarding the effect of the label given to the condition but no significant differences
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were found between counselling and clinical psychologists regarding suitability for 
organ donation. However, in their study, Jason et al., (2001) found that the 
undergraduate sample were significantly less likely to consider the individual as 
being a likely candidate for organ donation than the medical trainee participants. 
They hypothesised that this difference may have occurred from the medical trainees 
having more knowledge relating to the contagion of conditions and as such 
considered this as less of a risk factor. In the light of this discussion this may have 
resulted from the medical trainees’ underlying schema of pre-existing medical 
knowledge that may have been used to interpret the new information. According to 
Causal Knowledge Structures, this may have been indicative of pre-existing 
knowledge held by medical trainees that was used to rule out a possible organic 
aetiology and hence, help the medical trainees make a non-contagious attribution.
In this current study, not only did the label given to the condition, ME, result in 
psychologists considering the individual as being less suitable for organ donation, 
suggesting an underlying organic aetiology, they also viewed the condition ME as 
having medicalised treatment. This is similar to the research finding of Jason et al., 
(1999) that "ME prompted attributions for decreased likelihood of organ donation 
and attributions suggesting that the illness is more likely to be of a biomedical nature, 
requiring biomedical treatment, as compared with the CFS name.” The study 
suggested that this may in part be due to the biomedical terminology contained in the 
ME label which may have led individuals to consider the condition as characterised 
by more physiological involvement and as more likely to have biomedical 
underpinnings. This study agrees that this is a possible explanation, but according to 
Causal Knowledge Structures, it would suggest that a pre-existing schema, outside of 
psychological knowledge was used to provide attributions regarding the condition. 
This makes sense when consideration is given to the fact that the psychologist (or the 
participants in Jason’s et al., (1999) study) does not exist in a vacuum, with only pre­
existing psychological knowledge available in memory to interpret new information.
Moore (2000) asked participants who were occupational therapists what she felt had 
contributed to their level of knowledge concerning the condition. 70% felt that the
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media had contributed significantly to their current knowledge and beliefs, with only 
4% attributing their knowledge to that that had been gained during professional 
education and training at university. In this instance, it is proposed that the majority 
of occupational therapists did not rely on pre-existing professional schemas to make 
sense of the condition, but rather, were affected by the pre-existing schemas related 
to popular media coverage o f the condition that were etched into memory. This is 
purely speculative and further research would need to be undertaken, but it is 
possible that psychologists did not use professional schemas, but schemas that 
originated in a wider social context. In previous research undertaken by Ryan 
(2004), it was argued that there exist what can be thought of as wider schemas 
relating to the condition when labelled ME and the condition when labelled CFS. It 
was argued by Ryan (2004) that the label ‘ME’ is located within the more global 
medicalised discourse (schema) and the label ‘CFS’ is located within an economic 
discourse (schema) where fatigue is likened to the workings of a metaphorical 
machine. This proposition by Ryan (2004) echoes Jason’s et al., (2001) hypothesis, 
that participants may have attributed more biomedically-based treatment to a 
medically sounding name -  myalgic encephalomyelitis, i.e., the attributions may 
have resulted from possible pre-existing knowledge or schemas relating to the 
condition. As these schemas may not be based on accurate information based on 
professional training, what does this mean for the individual?
For there to exist medical attributions regarding the condition ME amongst 
psychologists, it would initially seem that the individual with the condition would be 
afforded the opportunity of ‘confirmation of illness in biomedical terms’ as noted in 
the introduction of this paper by Featherstone (1998, p. 105) who went on to say that 
labelling of the condition was vital, in order for people to receive the support they 
need. This current investigation cannot support this finding, as the diagnostic label 
generally has negative connotations associated with it.
Asbring and Narvanen (2003) argued that in their study of physician’s beliefs about 
the condition, that as the condition could not be established by objective measures it 
was difficult to class the symptoms as being a disease. It could only be classified as
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an illness. Furthermore, the study highlighted the ‘negative typifying’ of individuals, 
which included
excessively illness-fixated, which implies a certain questioning of their 
credibility. Life-style and personality related explanations o f their problems 
could also be experienced as patronising as they can then be held responsible 
for their own health. The cause of illness is then implicitly at the door of the 
one affected (Asbring & Narvanen, 2003, p.718).
In stark contrast to the ‘confirmation of the illness in biomedical terms’ as a positive 
attribute, it would appear that the label ME has negative connotations attributed to it. 
These negative attributions can be thought of as the stigmatised identity referred to 
earlier by Crocker, Major and Steele (1998) which may arise from the individual’s 
perceived responsibility for having the condition and thus their perceived ability to 
control their symptoms.
Type o f  psychologist
The results of the study show that there exists a significant difference in the 
attributions held by psychologists relating to underlying stress as a contributing 
factor in the condition. This finding partly confirms the research hypothesis that 
there would exist a difference in the attributions that can be readily measured by 
psychological testing. However, the effect was not in the anticipated direction. It 
was hypothesised that if there was an effect, the stronger attributions (e.g. very 
likely to be stress related) would be held by clinical psychologists as they perform 
more psychological testing, which may make categories that are amenable to 
psychological testing, more salient for clinical psychologists. However, the results 
of the analysis showed that in fact, it was counselling psychologists who attributed 
stress related factors to the condition more highly than clinical psychologists. Why 
should this be the case? In trying to answer this question, Causal Knowledge 
Structures were once again considered. The main professional causal knowledge 
structures available to the counselling psychologist may be related to the three main 
theoretical models that they may employ in their practice. These are humanistic 
theory, psychodynamic theory and cognitive behavioural theory. It was decided to 
return to the original research hypothesis where it was proposed that categories that
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are amenable to psychological testing might account for differing attributions. Of the 
three models that are open to the counselling psychologist as possible schemas, only 
one has a pre-existing knowledge based on observable tests and that pay attention to 
measurement, which is cognitive behavioural therapy.
According to Beck (1995, p.29) “It is also noted that in the assessment and at the 
beginning of each session objective scores relating to mood should be obtained.” 
Assessments and objective scores, for the point of discussion, may be thought of as 
‘chunks’ of knowledge that were referred to earlier in the discussion of causal 
knowledge structures, that may be salient when a Tittle bit of situational context’ was 
provided. It is noted, that this is a possible explanation that clearly requires further 
investigation, but as with ME, the important point of discussion is that there existed 
significant differences in the attributions of stress, which may have an impact on the 
individual with the condition attending for therapy. In a study undertaken by Deale 
and Wessely (2001) individuals with the condition stated that they rejected 
psychiatric diagnosis as they interpreted this as their symptoms being imagined or 
fictitious, or thought that doctors believed all their symptoms were caused by 
depression or anxiety. This may mean that if the psychologist attributes the 
condition to stress related factors that the individual may negatively receive it.
In addition to this, as stress is thought of as being something that is within the 
individuals control, i.e. it is not an organic condition that the individual cannot 
control, then it is possible that the psychologist who attributes the condition to stress 
related factors may be unwittingly contributing to the stigmatised identity of the 
individual. For example, stress has an element of controllability, as such the 
individual may be perceived as having caused the condition in some way, leading to 
an attribution of perceived responsibility and blame for having the condition. This 
may lead to the stereotype of ‘yuppie flu’, which was alluded to in the introduction 
where so-called yuppies - young and successful professionals - had finally 
succumbed to stress (Ax, et al., 2001). This suggests that the symptoms occur as a 
result of the individual wishing to gain respite from their stressful lives and a 
diagnosis of an illness facilitates a perceived legitimate way to do this. Thus, from
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this perspective, the individual may not be seen as possessing a desire to recover, and 
may be blamed for their condition and subjected to a stigmatised identity. So what 
has happened, paradoxically, is that counselling psychologists, who are mostly 
opposed to diagnostic labelling primarily for the negative connotations associated 
with the label, are covertly contributing to a stereotypical label that may result in a 
stigmatised identity. As noted by Goffman (1963, p. 14) “a stigma, then, is really a 
special kind of relationship between attribute and stereotype.”
In the preceding part of this discussion, it was proposed that there exists a wider 
possible schema for ME. It was also proposed that there exist a wider schema for the 
condition when it is labelled CFS, which paradoxically, holds positive connotations 
for the negative attributions that occur within schemas held at a more individualistic 
level. This wider schema was considered an important area to include in this 
discussion as one possible wider schema relating to the label CFS, is primarily 
concerned with the role of stress in the condition, but in a way that is advantageous 
to the individual, as opposed to resulting in stigma.
In research undertaken by Ryan (2004) ‘stress’ was considered as an underlying 
factor in the condition but, it was considered as an energy ‘resource’ i.e. stress is 
necessary in some situations. As a resource, it can result in the depletion of energy, 
resulting in fatigue, but as a resource, it can then be restored. This is more optimistic 
for the individual, and is in perhaps more keeping with cognitive behavioural therapy 
for which individuals are often referred in order to facilitate them in making life style 
adjustments.
Methodological considerations
The findings and subsequent discussion should be interpreted in the light of several 
limitations. Firstly there were only three significant findings. This may be as a 
result of the lower statistical power of the study than originally anticipated. As such, 
nonsignificant results cannot be ruled out, they may exist but did not have a good 
statistical chance o f being found in this current investigation. Consequently, it is 
recommended that future research be undertaken in the area before firmer
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conclusions can be drawn. It would be advantageous if future research could avail of 
a larger sample size and in doing so increase the probability that results may be 
found that may have been missed in this current study due to lack of power. As 
already mentioned, due to the limited time frame of this research and the lengthy 
process of gaining ethical approval to invite psychologist in the NHS to participate, it 
is recommended that future research, that may not be under the same restrictions as 
this study, increase sample size by using these participants.
Finally, it is noted that the results of this study and subsequent discussion are located 
within a specific paradigm and as such may be open to criticism from other 
researchers that, for example, the subject matter is not amenable to quantitative 
research. With this in mind, the discussion alluded to wider political influences that 
may be operating within this research. The study did not set out to capture the 
idiosyncratic nature of experience of the condition as this was been widely 
researched elsewhere. Rather, the study was interested in providing a basis to 
uncover psychologist’s attributions regarding the condition, that may have be hidden 
from view.
Conclusion
This study highlighted the impact of the diagnostic labelling applied to the condition, 
CFS/ME. Even though these are labels for the same reported set of symptoms, the 
discussion explored that depending on the name given to the condition, differing 
attributions may be held regarding the condition. During the discussion it became 
clear that both labels result in an associated stigma. When the label ME is given, at 
an individualistic level, this appears to give the individual temporary reprieve from 
the uncertainty that is levied at the condition in a form of a perceived ‘legitimate 
diagnosis’ in medical terms. However, it was highlighted that possibly due to the 
rigorous diagnostic criteria used by medical doctors, it is difficult for them to classify 
the condition as a disease. This uncertainty regarding diagnosis results in the 
questioning of credibility and ‘negative typifying’ of individuals, which results in an 
associated stigma. Conversely, when the label CFS is given, more psychological
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factors are attributed to the condition, which are negatively received by the 
individual diagnosed with CFS. It would appear that psychological attributions 
might contribute to the negative stereotyping of individuals. However, at a wider 
level, attributing the condition to psychological factors such as stress, appears to 
place the individual in a more optimistic condition should they attend for 
psychological therapy. It is clear that the psychologist will have to explore the 
negative attributions that may be held by the individual relating to the attribution of a 
possible psychological aetiology, but in the long run, the psychological attributions 
mean that there is an element of control, which does not have to be viewed 
negatively in terms of the individual having created the condition. Rather this 
element of control can place the individual in a more proactive stance in making 
lifestyle adjustments to the constraints imposed by the condition.
It is clear that there is a need for more education regarding the condition at both a 
micro and macro level, as according to causal attribution theory, controversial 
conditions such as CFS/ME are interpreted in the light of information already held by 
the individual, which is not only gained through professional training. Consequently, 
psychologists will have wider schemas that contain information regarding the 
condition, which may have been gleaned from popular media coverage, which may 
result in misattributions. Furthermore, at a professional level, they may also hold 
misattributions regarding the condition, which possibly reflect the ongoing 
psycho logical/medical debate that exists within this condition.
From a counselling psychology perspective, it is interesting to note the impact of the 
diagnostic label. O’Brien and Houston (2000, p. 103) refer to the attention paid to 
pathology within differing theoretical models, noting ‘minimal attention’ paid by 
humanistic therapists to those psychologists who subscribe to the diagnostic criteria 
contained within the Diagnostic and Statistical Manual o f Mental Disorder (1994), 
that there is “a radical difference in the attitude and approach of a therapist who 
assesses and works with a person who may also be obsessional or phobic, and the 
therapist who focuses in her assessment and treatment on the disorder that the client 
brings.”
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Paradoxically, this study suggests that counselling psychologists may be unwittingly 
contributing to a stereotypical label of the condition by holding stronger attributions 
regarding a possible stress related aetiology.
184
Reflective Considerations
As I am sitting down to write my thoughts on the process of my research, I am 
acutely aware that I have come to the end of a process, the end of three years of 
ongoing research related to the same subject matter. Consequently it is difficult for 
me to disentangle my thoughts relating specifically to this, my final year research 
and my thoughts related to the process of undertaking the research throughout my 
training. It is inevitable then that my reflective considerations may span the duration 
of my research in addition to the quantitative article I have just undertaken.
I initially undertook this topic of CFS/ME in my first year of training as I had myself 
been offered a ‘diagnosis’. Similar to last year’s reflections, I am bemused at the 
word ‘diagnosis’ and the concept of the labels of CFS/ME being so readably 
interchangeable in the research papers that I have read. Undertaking a Foucauldian 
Discourse Analytical study in my second year has enriched not only how I read 
research papers relating to my topic, but also how I interact in my world. I struggled 
initially undertaking a quantitative project, as I felt constrained by the material I had 
to present within a positivist paradigm. It seemed too simplistic to operationalise 
attributions to a form amenable to quantitative analysis. However, at the end of the 
paper, I did form an appreciation of what can be found within this paradigm. What 
interested me most, was the interaction between micro and macro level thought, the 
individual attributions and possible collective attributions. It gave me 
encouragement in the work that I had undertaken with respect to the appreciation of 
wider political issues that are at play. I am sure that my thinking that I applied in this 
year’s research regarding collective attributions was as a direct result of the approach 
I had used in my second year research. In my use of Foucauldian Discourse 
Analysis, the wider political discourse in which the condition was embedded alerted 
me to the inherent power issues at play with respect to the condition. It allowed me 
to see the ‘bigger picture’ so to speak. I can no longer accept a piece of information 
by itself without giving consideration to where it possibly came from, where it was 
embedded and the impact this would have. This thinking is evident in the research I 
have just presented, in that I was not satisfied with the attributions of psychologists
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per se, I needed to understand where they were possibly located. This proved to be a 
more fruitful line of enquiry as it would appear that some attributions held by 
psychologists may not be their own carefully considered, evidence based thought. 
Psychologists are not exempt from the inherent power at play, be it clearly defined in 
a discursive analysis or alluded to, as in this quantitative research in the form of 
‘wider’ attributions. I accept that this statement may not sit comfortably with some 
readers, but it is only my opinion, and one, which is open to a critical reading.
Having this opinion, I was staggered by some of the responses I received in my 
questionnaires. Identifying oneself as an ‘expert’ regarding the condition left me 
pontificating how they were afforded this status. The implications this has in terms 
of practice I believe are serious. CFS/ME is a highly contested condition and the 
psychologist who is not open to or possibly aware of the inherent power at play, the 
stigma that is levied at all possible levels of the condition, or indeed their own 
attributions regarding the condition may not afford the client the space they need to 
disentangle the impact this condition has had at a psychological level.
Having to come to the end of a three-year process of research, I feel there is a sense 
of closure, and perhaps a little sadness. The words of Frank Sinatra ‘regrets, I’ve a 
few’ are in my mind. It took the three-year process for me to get a flavour of the 
research I was undertaking. I am appreciating some of the work that I have done, but 
I operate within my own system complete with its’ inherent constraints. As I often 
refer to in my work, although normally related to the professional identity of 
psychologists, I as an individual do not exist in the metaphorical vacuum of training.
I have constraints on my time, am not immune to floundering motivation levels and 
am subject to the ebb and flow of daily life. I’m in a safe place to have ‘regrets’ that 
I did not produce the work I would have liked to. I appreciate that this situational 
factor of coming to the end of training with no looming deadlines affords me the 
opportunity to fantasise about submitted research that was not subjected to these 
constraints.
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Being exposed to differing epistemologics has given me an appreciation of the 
complexities and yet sometimes paradoxically the simplicity of things... that I hope 
to pursue at some period in the future.. .this flavour, I believe, was given to me by 
my supervisor.
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Appendix I
A 35-year-old woman has been referred for a second evaluation by her primary care 
physician. Her initial diagnosis was 'diagnostic label’. Diagnostic criteria for this 
condition are six or more months of unexplained, persistent or relapsing fatigue of 
new or definite onset that is not due to ongoing exertion, not substantially alleviated 
by rest, and results in substantial reduction in previous levels of occupational, 
educational or personal activities. The condition is accompanied by four or more of 
the following symptoms: impaired short-term memory or concentration; sore throat; 
tender cervical or auxiliary lymph nodes; muscle pain; multi-joint pain without 
swelling or redness; new type headaches, unrefreshing sleep, and post-exertional 
malaise for >24 hours. Data on prognosis is incomplete -  some persons improve 
slowly over several years, some cycle between periods of relative health and 
condition, some worsen, and some appear to recover.
The person had been entirely healthy until three years ago, when she developed a flu- 
like condition of sudden onset with a low-grade fever, headaches, sore throat, muscle 
and joint pains, and a constant feeling of fatigue.
Before the condition, the person was working between 40 and 50 hours per week as 
an administrative assistant, managing household duties on her own, and serving as 
the primary evening caretaker for two children (aged 7 and 10). Since the onset of 
this condition, she has had to quit her job and can no longer keep up with family- 
related responsibilities. As a result, her husband had to cut back on his work hours in 
order to manage the caretaking and household responsibilities. Meanwhile, the 
person’s symptoms have not improved and appear to be getting worse. Recently, the 
person has noticed that her cervical lymph nodes are constantly tender and swollen, 
and she becomes fatigued to the point that she is bedridden for a full day after 
previously tolerable levels of exercise (such as grocery shopping or coaching her 
daughter’s volleyball games). Even though the person sleeps approximately 10 
hours per night, her sleep is broken and she usually wakes up in the mornings feeling
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weak and unrested. As a result, she has begun taking frequent naps during the day, 
without obtaining relief. She has also begun to feel disoriented and confused at 
times, and has noticed an overall worsening of her short-term memory and 
concentration requiring her to make lists of things she must do during the day. She 
finds that she is unable to remain standing or sitting upright for any prolonged period 
without a worsening of symptoms. The person has started to feel very sad and 
hopeless that her condition will ever improve. Her negative attitude is beginning to 
affect her husband and children, and her husband is worried that she may be 
depressed. The person attributes her sadness to the limitations and changes in her 
life that are due to her condition.
Past medical, family, and surgical histories were unremarkable. She did not have 
any allergies to medications. She has been taking Tylenol and multivitamins. PE: 
T=98, BP = 120/80, RR = 18. Physical examination revealed tender and slightly 
enlarged anterior lymph nodes, and three tender points on fibromyalgia tender point 
examination. The rest of the examination was normal. Laboratory results; CBC, 
CHEM-22, thyroid profile, ESR, U/A, RF, ANA were within normal limits. Chest 
X-ray and skin TB test were normal
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Appendix II
Please indicate your degree o f agreement with each of the following statements 
(numbers 1-5) according to the following scale
Not at all Unlikely More 
unlikely 
than likely
More
likely than 
unlikely
Likely Very
Likely
1 2 3 4 5 6
1. What is the likelihood that this person is correctly diagnosed?
2. What is the likelihood that this condition is the result of an undiscovered
infection/cancer/or other condition?________________________________ ___
3. What is the likelihood that this person is suffering from primary depression,
rather than being physically ill? ___
4. What is the likelihood that this condition may be stress related?
5. What is the likelihood that this person is malingering?
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Please answer the following question in the space provided
6. What factors do you believe are most likely to be responsible for this
condition?
Please indicate your degree of agreement with each of the following statements 
(numbers 7-10) according to the following scale
Not at all 
serious
Unserious More 
unserious 
than serious
More
serious than 
unserious
Serious Very serious
1 2 3 4 5 6
7. What is the severity of this condition?
8. How disabled is this person?
9. What is the degree of cognitive impairment?
10. What is the degree of pain experienced by this person?
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Please indicate your degree o f agreement with the following statement according to
the following scale
No quality 
of life
Poor quality 
of life
More ‘poor’ 
than ‘good’ 
quality of 
life
More
‘good’ than 
‘poor’
quality of 
life
Good
quality of 
life
Very good 
quality of 
life
1 2 3 4 5 6
11. Overall, how would you rate the quality of life of this person?
Please indicate your degree o f agreement with the following statement according to 
the following scale
Not at all Somewhat
contagious
More ‘not
contagious’
than
‘contagious’
More
‘contagious’ 
than ‘not 
contagious’
Contagious Very
contagious
1 2 3 4 5 6
12. How contagious is the person?
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Please indicate your degree o f agreement with the following statement according to
the following scale
No
precautions
necessary
Little
precaution
necessary
More Tittle
precaution’
than
‘precaution’
More
‘precaution’ 
than Tittle 
precaution’
Precaution
necessary
Strong
precaution
necessary
1 2 3 4 5 6
13. To what degree should the person take precautions to avoid passing this
condition onto her spouse, children and friends? ___
Please answer the following question by circling the answer you agree with
14. Should the person be allowed to enrol in an organ donation program?
Yes No
Please indicate your degree of agreement with each o f the following statements 
(numbers 15-18) according to the following scale
Not at all Unlikely More 
unlikely 
than likely
More
likely than 
unlikely
Likely Very
Likely
1 2 3 4 5 6
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15. What is the likelihood that this person will recover within the next
two years? _
16. What is the likelihood that this person will improve within the next
two years? __
17. What is the likelihood that this person will worsen in the next
two years? __
18. What is the likelihood that this person will attempt suicide in the next
two years? __
Please answer the following question in the space provided
19. How do you think a medical doctor might treat this condition?
Thank you for taking the time to complete this questionnaire
04 April 2005
UniS
Ethics Committee
Department of Psychology 
School of Human Sciences
Dear Ms Ryan
The impact of diagnostic labels of chronic fatigue svndrome/mvalqic 
encephalbmvelitis; Do Psvcholoqiéts hold differing attributions regarding this 
condition depending on the iabef given to it? (EC/2d05/16/Psvch)
On behalf of the Ethics Committee, I am pleased to confirm a favourable ethical opinion for 
the above research bn the basis described in the submitted protocol and supporting 
documentation.
Date of confirmation of ethical opinion: 04 April 2005
The list of documents reviewed and approved by the Committee is as follows:-
Docurhent Type: Application 
Dated: 09/02/05 
Received: 14/02/05
Document Type: Insurance Proforma 
Received: 14/02/05
Document Type: Research Proposal 
Received: 14/02/05
Document Type: Information Sheet 
Received: 14/02/05
Document Type: Consent Form 
Received: 14/02/05
Document Type: Case Study 
Received: 14/02/05
Document Type: Your Response to the Committee's Comments 
Dated: 15/03/05 
Received: 17/03/05
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2This.opinion is given on the understanding that you will comply with the University's Ethical 
Guidelines for Teaching and Research.
The Committee should be notified of any amendments to the protocol, any adverse 
reactions suffered by research participants, and if the study is terminated earlier than 
expected, with reasons.
You are asked to note that a further submission to the Ethics .Committee will be required in 
the event that the study is not completed within five years of the above date.
Please inform me when the research has been completed.
Yours sincerely
Secretary, University Ethics Committee 
Registry
cc: Professor T Desombre, Chairman, Ethics Committee 
Dr A Coyie, Supervisor, Dept of Psychology
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Appendix IV 
Information Sheet
My name is Elaine Ryan and I am in my third year of the PsychD Psychotherapeutic 
and Counselling Psychology programme within the University of Surrey.
For my final year research I wish to investigate psychologists’ attributions regarding 
ill health. I consider this to be an important area of investigation as individuals with 
health related difficulties may present for psychological therapy due to, for example, 
the life adjustments that ill health may enforce upon them. This particular study is 
building on research that I conducted in my first and second year of the PsychD 
programme where I explored the impact that illness has on the individual’s identity 
and what sources of support they may seek.
If you agree to take part in this investigation, I have included a case study for you to 
read before completing a short questionnaire. All responses will be anonymous and 
data will be stored in a secure locked filing cabinet held at a private address. Data 
will be handled in accordance with the Data Protection Act 1998, and all data will be 
shredded at the completion of the investigation.
You are under no obligation to participate in this study. If you wish to participate in 
this investigation, you are free to withdraw from the study at any time.
Instructions for completing the questionnaire.
Please read the enclosed case study first.
Please complete the accompanying questionnaire by indicating your level of 
agreement with the statements, in the space provided. Questions six and nineteen 
require you to write a short statement to answer the questions.
Finally, please return the completed questionnaire to me, in the envelope provided.
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Should you require any additional information regarding the nature of this 
investigation, please contact me by e-mail at elainervanl @vahoo.co.uk and I will be 
happy to answer any questions you may have.
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Appendix V Chosen Journal for submission, Social Science & Medicine
Please note that the guide for authors have changed since last year. Importantly in 
terms of the acknowledgements and author details being submitted online. 
Consequently I have included the acknowledgements and author details in the body 
of the text in line with criteria from last year, in order that they may be presented in a 
hard format as part of this research
Guide for Authors 
Submission of Papers
Click here for Guidelines on Special Issues.
Social Science & Medicine is introducing a new online submission system, the 
Elsevier Editorial System (EES), with the aim of improving our editorial procedure 
for authors, editors and reviewers. The website address is 
http://www.ees.elsevier.com/ssm/
If this is your first time using the system you will need to go to the above page and 
register as a new author by clicking the 'Register' link. Once registered you may then 
submit your paper by clicking 'Submit New Manuscript' and following the 
instructions. All correspondence between editors and authors will be performed by e- 
mail and paper copies will not be required at the original submission stage.
The following types of contribution are welcomed:
1. Original research reports and critical or analytical reviews in any area of theory, 
policy or research relevant to health and illness. These may be up to 8000 words 
including abstract, tables, endnotes and references as well as the main text. Papers 
below this limit are preferred. The editors are prepared to consider longer papers in 
exceptional cases, though justification for this must be made at submission by the 
author.
2. Short research reports of research findings, "think pieces" or commentaries on 
topical issues. These papers should be no more than 2000 words.
3. Editorials or commentaries commissioned by the editors.
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Submissions will be considered on the understanding that they comprise original, 
unpublished material and are not under consideration for publication elsewhere, and 
the studies on which they have been based have been subject to appropriate ethical 
review. A covering letter or e-mail to this effect should be enclosed with each 
submission, and it should be signed by all authors. This can be sent by post, 
electronically (i.e. as a scan), or by fax to the Managing Editor, Dr Ryan Mowat at 
rml58@le.ac.uk (Fax: +44 (0) 116 252 5259). Social Science & Medicine does not 
normally list more than six authors to a paper, and special justification must be 
provided for doing so. Further information on criteria for authorship can be found in 
Social Science & Medicine, 1997, 45(1), 1-2.
All submissions are subject to initial assessment by the senior editorial board to 
determine their suitability for consideration by Social Science & Medicine. Papers 
accepted for formal review will be sent anonymously to at least two independent 
referees with all identifiable details removed. We are currently not considering 
companion pieces except in special instances. Authors should approach the 
Managing Editor if they wish to submit companion articles.
M anuscript Preparation
General: Submissions are acceptable in US or British English, but the use of either 
must be consistent throughout the manuscript. The editors reserve the right to adjust 
style to certain standards of uniformity. Authors should retain a copy of their 
manuscript since no responsibility can be accepted for damage or loss of papers. 
Original manuscripts and illustrations will be discarded one month after publication 
unless the publisher is asked to return original material after use. If hardcopies are 
submitted, they should be good quality single-sided printouts with a font size of 10 or 
12pt on white paper.
Abstract and keywords: An abstract of up to 300 words must be included, as well 
as up to six keywords. The abstract should not be structured into subsections, and its 
word count should be provided.
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Author details: This information is entered by following the instructions provided 
on the online submission system (EES).
Text: In the main body of the manuscript this order should be followed: abstract, 
abstract word count, keywords, full word count, main text, references, appendix, 
figure captions, tables and figures. Do not place tables or figures in the main text. As 
with author details, acknowledgements are entered separately during the online 
submission process. The full word-count must include all text, including that in the 
tables, figures, references etc. The use of endnotes and footnotes should be avoided if 
possible, though if necessary they should be listed separately at the end of the text 
and not at the bottom of each page. All endnotes (except for table footnotes) should 
be identified with superscript Arabic numbers. All pages must be numbered in the 
bottom right-hand comer.
References: Social Science & Medicine uses the APA referencing system, details o f 
which can be found at http://www.apastyle.org/. All publications cited in the text 
should be presented in a list of references following the text of the manuscript. In the 
text refer to the author's name (without initials) and year of publication e.g. "Since 
Peterson (1993) has shown that..." or "This is in the agreement with results obtained 
later (Kramer, 1994)". For 2-6 authors all authors are to be listed at first citation, with 
separating the last two authors, for more than six authors, use the first six 
authors followed by et al.„. In subsequent citations for three or more authors use et 
al.„. in the text. The list of references should be arranged alphabetically by authors' 
names. The manuscript should be carefully checked to ensure that the spelling o f 
authors' names and dates are exactly the same in the text as in the reference list. 
References should be given in the following form:
Williams, S., & Calnan, M. (1996). Modem medicine: Lay perspectives and 
experiences. London: UCL Press.
Wethington, E., & Kessler, R.C. (1991). Situations and processes of coping. In J. 
Eckenrode (Ed.), The social context of coping (pp. 13-29). New York: Plenum Press. 
Kanani, S. (1998). Towards quality of care in child health programmes: A challenge
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for the partnership in health and social sciences. Social Science & Medicine, 47(9), 
1223-1230.
Referencing software such as Endnote® and Reference Manager® include the 
Social Science & Medicine style. If your current version of such software does not 
include the style it can be downloaded from the software website.
Illustrations: Details of the preferred file formats for electronically submitted 
illustrations can be found within the Artwork Instructions section of Social Science 
& Medicine's author gateway. All illustrations should be provided in camera-ready 
form, suitable for reproduction (which may include reduction) without retouching. 
Photographs, charts and diagrams are all to be referred to as "Figure(s)" and should 
be numbered consecutively in the order to which they are referred. They should 
accompany the manuscript, but should not be included within the text. All figures are 
to have a caption.
Line drawings: All lettering, graph lines and points on graphs should be sufficiently 
large and bold to permit reproduction when the diagram has been reduced to a size 
suitable for inclusion in the journal. Do not use any type of shading on computer­
generated illustrations.
Photographs: Please access author gateway for more information on the file formats 
of photographs.
Colour: Where colour figures are required the author will be charged at the current 
colour printing costs. In cases where colour is paid for, authors will receive an 
additional one hundred offprints free of charge.
Tables: Tables should be numbered consecutively and given a suitable caption and 
each table provided in a separate file. Footnotes to tables should be typed below the 
table and should be referred to by superscript lowercase letters. No vertical rules 
should be used. Tables should not duplicate results presented elsewhere in the 
manuscript (e.g. in graphs).
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Proofs: Proofs will be sent to the author (first-named author if no corresponding 
author is identified on multi-authored papers) by PDF wherever possible and should 
be returned within 48 hours of receipt, preferably by e-mail. Corrections should be 
restricted to typesetting errors; any other amendments made may be charged to the 
author. Any queries should be answered in full. Elsevier will do everything possible 
to get your article corrected and published as quickly and accurately as possible. 
Therefore, it is important to ensure that all o f your corrections are returned to us in 
one all-inclusive e-mail or fax. Subsequent additional corrections will not be 
possible, so please ensure that your first communication is complete. Should you 
choose to mail your corrections, please return them to: Log-in Department, Elsevier 
Ltd, Stover court, Bampfylde Street, Exeter, Devon EX1 2AH, UK.
Offprints: Twenty-five offprints will be supplied free o f charge. Additional offprints 
and copies of the issue can be ordered at a specially reduced rate using the order 
form sent to the corresponding author after the manuscript has been accepted. Orders 
for reprints (produced after publication of an article) will incur a 50% surcharge.
Copyright: All authors must sign the "Transfer of Copyright" agreement before the 
article can be published. This transfer agreement enables Elsevier Ltd to protect the 
copyrighted material for the authors, without the author relinquishing his/her 
proprietary rights. The copyright transfer covers the exclusive rights to reproduce 
and distribute the article, including reprints, photographic reproductions, microfilm 
or any other reproductions of a similar nature, and translations. It also includes the 
right to adapt the article for use in conjunction with computer systems and programs, 
including reproduction or publication in machine-readable form and incorporation in 
retrieval systems. Authors are responsible for obtaining from the copyright holder 
permission to reproduce any material for which copyright already exists.
Author Services: For enquiries relating to the submission of articles (including 
electronic submission where available) please visit the Author Gateway from 
Elsevier Ltd at http://authors.elsevier.com. The Author Gateway also provides the 
facility to track accepted articles and set up email alerts to inform you of when an 
article's status has changed, as well as detailed artwork guidelines, copyright
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information, frequently asked questions and more. Contact details for questions 
arising after acceptance of an article, especially those relating to proofs, are provided 
after registration of an article for publication.
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Table 1 Label of Condition
Means of the attributions
Question CFS
label
ME
label
P
Correct diagnosis (question 1) 4.14 4.12
Undiscovered illness (question 2) 3.11 2.86
Primary depression (question 3) 2.81 2.72
Stress-related (question 4) 3.98 3.73
Malingering (question 5) 1.80 1.67
Illness severity (question 7) 4.86 4.65
Disability (question 8) 4.53 4.49
Cognitive impairment (question 9) 3.63 3.63
Degree of pain (question 10) 3.56 3.69
Quality of life (question 11) 2.07 2.17
Level of contagion (question 12) 1.23 1.29
Necessary precautions (question 13) 1.52 1.90
Organ donorship (question 14) 1.48 1.70
Recovery (question 15) 3.27 3.00
Improvement (question 16) 3.71 3.76
Worsening (question 17) 3.00 3.06
Suicidal ideation (question 18) 2.74 2.93
* indicates a significance at p<0.05 level and ** indicates significance at p<0.01
level
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Table 2 Type of Psychologist
Means of attributions
Question Counselling Clinical P
Correct diagnosis (question 1) 4.11 4.17
Undiscovered illness (question 2) 2.96 3.00
Primary depression (question 3) 2.87 2.67
Stress-related (question 4) 4.19 3.51 •¥
Malingering (question 5) 1.67 1.80
Illness severity (question 7) 4.72 4.77
Disability (question 8) 4.58 4.44
Cognitive impairment (question 9) 3.60 3.67
Degree of pain (question 10) 3.87 3.39
Quality of life (question 11) 2.15 2.10
Level of contagion (question 12) 1.19 1.33
Necessary precautions (question 13) 1.69 1.77
Organ donorship (question 14) 1.63 1.56 H5
Recovery (question 15) 3.00 3.24
Improvement (question 16) 3.72 3.76
Worsening (question 17) 3.02 3.04
Suicidal ideation (question 18) 3.02 2.67
* indicates a significance at p<0.05 level and ** indicates significance at pO.Ol 
level.
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